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... Which automatically reduces complicated ad- 





justments and variables to basic technic! si 


Directed by a never-erring electronic “brain,” the unhesitating 
“fingers” of the Techron, adjust instantly and continuously, control- 
ling variable electrical and mechanical factors. The operator merely 
sets simple, exclusive controls—then devotes his entire attention to 
the patient. Any type of radiograph desired can be obtained with 
unfailing accuracy ... without consulting charts, computing expo- 
sure or watching meters! 

The Techron is rated: 225MA at 85KV and 5MA at 125KV. In 
performing radiography, fluoroscopy or therapy techniques, it 
assures high quality results, meeting the most precise requirements 
of the discriminating radiologist. 

Before you select avy X-ray control unit, see the Keleket Techron 
in operation. Your KELLEY-KOETT Representative will gladly 
arrange an inspection or furnish Bulletin No. 104. Phone him or 


write us direct. 


The KELLEY- KOETT es Manufacturing Co. 


2105 WEST FOURTH ST. COVINGTON, KY. 
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Demerol hydrochloride is a powerful synthetic for suppres- 
sion of pain and control of smooth muscle spasm. Designed 
specifically for these ends, Demerol hydrochloride produces 


relatively few side effects, and combines low toxicity with 


great therapeutic efficiency. 


Demerol hydrochloride controls pain in the great majority 


of surgical, medical, obstetric and gynecologic conditions. 


Average adult dose: 100 mg. 
Ampuls 2 cc., 100 mg.: tablets 50 mg. and 100 mg. 
Vials 30 cc. (50 mg./cc.) 
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American Hospital Association 51st Annual Convention—September 26-29, 1949; Cleveland. 


REGIONAL MEETINGS 


Association of Western Hospitals—May 9- 
12; San Francisco (Civic Auditorium). 


Carolinas-Virginias Hospital Conference— 
April 21-22; Asheville, N.C. (George Van- 
derbilt Hotel). 

Maryland — District of Columbia-Delaware 


spring conference — May 10; Annapolis, 
Md. (Carvel Hall). 


Maryland- District of Columbia-Delaware— 
November 14-15; Wilmington, Del. (Du- 
Pont Hotel). 


Middle Atlantic Hospital Conference—May 
18-20; Atlantic City (Convention Hall). 


Upper Midwest Hospital Conference—May 
26-28; Minneapolis (Nicollet Hotel). 
STATE MEETINGS 


Arkansas—May 16-17; Little Rock (Marion 
Hotel). 


California—November 17-18; Santa Barbara 
(Recreation Center). 


Mississippi — October 20-21; Biloxi (Buena 
Vista Hotel). 
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To no one man may the discovery 
of Carbon Dioxid be credited. 


From an early time, men were aware 
of the gas we now know as Carbon 
Dioxid. Isolated in the seventeenth 
century by Van Helmont, and more 
conclusively a century later by Joseph 
Black and his contemporary, Priestly, 
Carbon Dioxid was used commercially 
long before its medical properties 

were confirmed. 


| The value of Carbon Dioxid mixed 
with oxygen or air, as a respiratory 
stimulant, remained undiscovered until 


of Carbon Dioxid mixtures. 


z. Henderson » 


Puritan Dealers 
in Most Principal Cities 


With the unceasing development of 
new methods and equipment for 
the effective administration of 
resuscitating, anesthetic, and 
therapeutic gases, Puritan is proud 
to carry on the tradition of these 
earlier, distinguished scientists. 


Visit us at our booth 
CATHOLIC HOSPITAL CONF. 
St. Louis, June 13-16 


PURITAN COMPRESSED GAS CORPORATION 


ATLANTA BOSTON 


NEW YORK 


BALTIMORE 
DETROIT 


ST. LOUIS 


CINCINNATI DALLAS 


KANSAS CITY 


CHICAGO 
ST. PAUL 


“Puritan Maid” Anesthetic, Resuscitating and Therapeutic Gases 
and Gas Therapy Equipment 








Kansas—November 3-4; Topeka (City Audi- 
torium). 


Canadian Hospital Council — May 26-27; 
Quebec (Chateau Frontenac). 


Montana—October; Great Falls (Rainbow 
Hotel). 


Ontario—October 31-November 2; Toronto 
(Royal York Hotel). 


Tennessee — May 4-7; Nashville (Andrew 
Jackson Hotel). 


Washington—May 5-6; Seattle 
Hotel). 


(Olympic 


OTHER MEETINGS 


American Association of Medical Record 
Librarians—September 26-29; Cleveland 
(Hotel Hollenden). 


American Association of Nurse Anesthetists 
—September 26-29; Cleveland. 


American College of Hospital Administrators 
—September 24-25; Cleveland. 


American Medical Association Annual Ses- 
sion—June 6-10; Atlantic City. 


American Physical Therapy Association — 
June 21-24; Boston (Copley Plaza Hotel). 


American Protestant Hospital Association— 
September 23-24; Cleveland. 


American Public Health Association — Oc- 
tober 24-28; New York City (Hotels Stat- 
ler and New Yorker). 


American Society of Medical Technologists— 
June 19-23; Roanoke, Va. (Hotel Roanoke). 


Association for Physical and Mental Reha- 
bilitation — May 18-21; New York City 
(Hotel New Yorker). 


Catholic Hospital Association—June 13-17; 
St. Louis (Kiel Auditorium). 


Congress of the International Hospital Fed- 
eration — May 30-June 4; Amsterdam, 
Holland. 


National League of Nursing Education— 
May 2-6; Cleveland. 


INSTITUTES 


(For additional information address Associa- 
tion headquarters, 18 E. Division Street. 
Chicago 10.) 


Institute on Hospital Laundry Management 
—May 16-20; Chicago (Knickerbocker 
Hotel). 


Institute on Hospital Pharmacy—June 27-July 
1; Berkeley (University of California). 


Institute on Hospital Purchasing—July |!- 
15; Ann Arbor (University of Michigan). 


Institute on Hospital Pharmacy—August 29- 


September 2; Chicago (University of Chi- 
cago). ; 
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INVENTORY COSTS 





...Here’s how one hospital 


got out from under!... 


TOO MUCH MONEY TIED UP in supplies, 
too much money in linens, foods, bio- 
logicals, and pharmaceuticals. That was 
the unhappy result of over-eager buying 
habits we acquired when things were 
scarce during and after the war. 
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“WHY WE CHOSE KARDEX VISIBLE. 
After seeing all kinds of systems in use 
in hospitals similar to ours, we decided 
unanimously on Kardex Visible. It not 
only gives us our 3 “musts” but requires 
a lot less clerical effort. And the change- 
over was easy— Remington Rand instal- 
lation experts handled the whole job.” 
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DRASTIC ACTION NEEDED! But when we 
cut down we soon ran short of various 
essentials and had to fill in with small, 
uneconomical quantities. Puzzle: How to 
maintain balanced stocks; not too much, 
not too little of each item. 





“ONLY SOLUTION—A NEW SYSTEM. 
3 “Musts” were apparent (1) The system 
would have to simplify our inventory data 
(2) Warn us unfailingly of threatened 
understocks or overstocks (3) Assure 
proper ratios among stock items. 





Learn the newest, proved-in- 
use, simplified methods of 
controlling inventories. Phone 
our nearest office or write 
Systems Div., Room 1146, 315 
Fourth Ave., New York 10, for 
your free copy of Book No. 
KD 375. 





al Send for this Free Book Today: “a 
“HOW TO GET PROFITS FROM INVENTORIES” 


THE FIRST NAME IN BUSINESS SYSTEMS 
\ Copyright 1949, by Remington Rand Inc, 
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could devote this month’s en- 
tire column to a review of the pro- 
gram of the New England Hospital 
Assembly in Boston, March 28, 29 
and 30. More than 4,000 were regis- 
tered, and to me it seemed evident 
that most of the folks had come to 
attend the sessions. 

General sessions were filled to 
overflowing and special sections 
were uniformly crammed to bulg- 
ing capacity. An unusually rich 
program had been worked up and 
none of the programs was over- 
filled as so often happens. Timing 
was excellent. I was particularly 
impressed with the practical nature 


emerge MUCH difficulty, I 


of the subject matter that was pre- 
sented for discussion and the prac- 
tical common-sense way in which 
the various subjects were handled. 

The whole affair gave evidence 
of good organization and careful 
planning. I can only touch on a few 
of the highlights, although the pro- 
gram as a whole deserves detailed 
review. 

Monday’s general session subject, 
“The Patient Speaks,” brought out 
vividly various methods employed 
to get patient expression of their 
impressions of the service and the 
uses made of these expressions. The 
concluding discussant was a fine el- 
derly lady who had been a patient. 








out and progressive. 





as well. 





superiors. 


This young administrator is big 
enough to do the job alone in a hos- 
pital of medium bed capacity. An as- 
sistantship in a large hospital, provided 
it offered unusual possibilities, would 


also interest him. 


If you know where his abilities may 
best be utilized, telephone or wire us 


big enough ... 


FOR MORE RESPONSIBILITY 


He secured his MS in Hospital Admin- 
istration a few years back. Since then 
his experience has been well thought 


Working under the tutelage of out- 
standing men, he has learned not only 
how to handle problems inside the 
hospital, but community relationships 


He has the stamp of the capable ad- 
ministrator, and has proved it to his 

















immediately for full particulars. 
BURNEICE LARSON, Director 


THE MEDICAL BUREAU 
Palmolive Bldg. at 919 N. Michigan Ave. 


CHICAGO . 


ILLINOIS 








She pleaded for warmth, smiles 
and an atmosphere of optimism. 
She said the presence of these 
would make up for lack of a lot 
of other things. How true this is. 
And smiles do not increase the cost 
of hospitalization. 

The Tuesday general session 
dealt with the distribution of 
health service and was planned for 
a combined trustee institute and 
general session. Dr. E. Dwight Bar- 
nett, chairman of the Association’s 
Council on Prepayment Plans and 
Hospital Reimbursement, dealt 
with Blue Cross and the hospital’s 
responsibility to it. Mary Switzer 
of the Federal Security Agency de- 
fined the voluntary hospital’s place 
in the federal program, and I 
was the discussant. Jim Hamilton 
summed it all up. This program 
brought into pretty clear perspec- 
tive the philosophies relating to 
health service that are being pre- 
sented to the American people just 
now. Those in attendance went 
away much better informed than 
they were when they came. 

The general session on Wednes- 
day was really climactic. Dr. Le- 
land S. McKittrick’s discussion, 
“The Proper Relations Between 
Physicians and Hospitals as They 
Pertain to the Special Services,” 
was worth traveling across the con- 
tinent to hear. I hope it may be 
published and distributed broadly. 

At any rate, the so-called McKit- 
trick report can be obtained by 
writing to the New England Jour- 
nal of Medicine for a copy of 
“Stated Meeting,’’ October 1, 1947, 
appendix No. 9. This leaflet gives 
an essential part of Dr. McKit- 
trick’s talk. Those who have prob- 
lems in connection with specialty 
departments should by all means 
read this leaflet. 

There was a wealth of valuable 
material. I should say, also, that 
the entertainment was tops. I en- 
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tructural Control 


af Curity 
Calgut to Assure 


Absorption That 


Progresses Right 


on ‘'Schedule”’ 


As surgery is speeding to its conclusion, you 
can have the assurance that with the use of 
cuRITY Catgut—every stage will be under 
control. 


The effective performance of cuRITY Cat- 
gut has been even further enhanced by TOTAL 
CHROMICIZATION plus natural ply adhesion. 


This process represents a notable advance 
in achieving increased absorption control. 


These, and other advantages of CURITY 
Catgut are a result of Balanced Quality— 
the “built-in” quality and control that 
means an extra margin of safety and a 
smooth, uneventful recovery. 


Curity Balanced Quality assures proper suture function 


e adequate tensile strength 
e ideal pliability 
e gauge uniformity 


e ideal strand surfacing 
e absolute sterility 
e minimal irritation 


e dependable absorption through uniform and total chromicization 


ORDER THROUGH YOUR DEALER 


Curity Suture Laboratories 





REG. U.S, PAT. OFF, 


 - (BAUER &® Beam 


Division of The Kendall Company, Chicago 16 
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“Se = = OF NECESSARY CHARACTERISTICS 
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Recognized Value 


The Value of 
Recognition 





For 38 years: Diack Controls 
have stood for absolute safety 
in autoclave sterilization. 


Today: Thousands of hospitals, 
surgeons, and nurses every- 
where rely on this basic service 
implicitly. 

To Them: To use an autoclave 
means to use a DIACK. 











joyed good hearty New England 
joviality. Dr. Engelbach and his as- 
sociates did a swell job. 





By this time the field will have 
been adequately informed of Sen- 
ate Bill 1456 introduced by Senator 
Lister Hill of Alabama and four 
other senators on March 30. The 
bill is known as “The Voluntary 
Health Insurance Bill.” 

Our central office has completed 
several mailings which should pro- 
vide all the information necessary 
for a clear understanding of the 
measure. In the main, this pro- 
posed legislation embodies the 
American Hospital Association pro- 
gram and provides the machinery 
for the distribution of health serv- 
ice to all of our people applying 
voluntary agencies and local con- 
trol in the place of the compulsory 
principles that heretofore have 
been proposed. Finally, we have 
presented for action a definite and 
practical program which, if prop- 
erly set up, will secure adequate 
health service for our people and 
yet safeguard the elements in our 
present system which have given 
it strength and character. 

Hospital people everywhere 
should now rally to the support of 
this measure. It is generally agreed 
that some sort of all-inclusive 
health measure will be passed dur- 
ing the term of the present ad- 
ministration. We now have the 
opportunity to influence the course 
that this legislation is to take. 

It has been interesting to note 
how quickly some states have re- 
acted. In Missouri, Mrs. Mable H. 
Mooney, president of the Missouri 
Hospital Association, sent out a se- 
ries of letters to hospital members 
urging action and to state legis- 
lators asking them to memorialize 
Congress upon the subject incor- 
porated in an attached resolution 
calling attention to the seriousness 
of the situation and urging action 
in accordance with the resolution. 

In Iowa, too, the state hospital 
association has set the machinery 
in motion looking toward positive 
and constructive procedure. Here is 
positive action that is excellent. 

If all states would follow the 
lead of these two states and do 
something about it, we should very 
shortly find ourselves on sane 


ground again. We now have a pro- 
gram. It is being supported by 
strong men who are highly re- 
spected in Congress. If we default 
in our active support now, we shall 
not look back to these days with 
much pride. Doctors, hospital 
trustees, administrators and nurses 
share in our present responsibility. 
We must begin now. 

Here are the things to remember. 
The purpose of 8.1456 is to make 
possible through federal aid high 
quality hospital care and medical 
care in hospitals available to all 
persons in each state by: 

1. Assisting in providing hospital 
care for the indigent through the 
payment of subscription charges 
for the indigent in prepayment 
plans. 

2. Making prepayment protec- 
tion available to persons in rural 
as well as in urban areas. 

3. Encouraging and stimulating 
voluntary enrollment in prepay- 
ment plans for hospital care with 
emphasis on employer participa- 
tion. 

4. Recommending measures to 
permit government employees and 
their families to voluntarily secure 
prepayment protection. 

5. Strengthening and coordinat- 
ing existing health resources of the 
United States. 





The Army Nurse Corps has again 
launched its annual drive to recruit 
highly qualified professional nurses 
in its Officer Reserve Corps. This 
program should have the coopera- 
tion and support of all because it is 
so vitally concerned with the na- 
tion’s welfare in time of emer- 
gency. 

The training and experience that 
members of the corps get during 
their tenure offers many advan- 
tages to the nurse. In addition, the 
training received is reflected in 
their ability to render even more 
skilled service to the patients they 
help in hospitals and health or- 
ganizations where they are em- 
ployed while members of the 
reserve. I recommend that hospital 
administrators give this program 
every possible support. 
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Vacation periods 


We are revising our vacation policy for 
general duty nurses. Have any studies 
been made that might show a correlation 
between the number of hours of work a 
week and the number of days of vacation 
allowed a year? 


The Association’s 1948 Salary 
Survey does not indicate the exist- 
ence of any correlation between the 
number of hours of work a week 
and the average number of annual 
vacation days. 

The survey does show average 
vacation time a year at hospitals 
with varying work weeks. These 
include: 

Hospitals reporting a 40-hour 
work week had an average allow- 
ance of 15.6 vacation days a year; 
hospitals with a 44-hour work 
week had a 16.7 day average an- 
nual vacation; hospitals with a 48- 
hour work week had an average 
vacation allowance of 15.5 days.— 
WARREN R. VON EHREN. 


Surgery modernization 


This hospital, after completing a suc- 
cessful fund-raising drive, is about to be- 
gin a modernization program. One of the 
first jobs will be renovation of the oper- 
ating room. We are anxious to conform to 
the most recent standards of the National 
Fire Protection Association and would ap- 
preciate any advice that could be supplied. 


The recommendations which, if 
adopted by the National Fire Pro- 
tection Association in May will su- 
persede the 1944 recommendations 
of that association, will continue to 
call for the laying of conductive 
floors in anesthesia locations and 
adjoining areas as a means of 
draining off static. 

The operating table, gas machine 
and all equipment used in the oper- 
ating room should be grounded 
to the conductive floor by either 
conductive casters or preferably 
through the installation of drag 
chains contacted with the con- 
ductive floor. All personnel enter- 
ing the operating room should, of 
course, wear shoes with conductive 
soles that will ground them to this 
floor. The surgical corridor also 
should be provided with this type 
of flooring. 

The explosion proof type of ceil- 
ing-hung surgical lamps have not 
been required under the new rec- 
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ommendation. All portable electri- 
cal equipment that may be intro- 
duced into the operating room dur- 
ing its occupancy by patients or 
by anesthesia gas machines in oper- 
ating condition should be of a type 
approved for use in explosive at- 
mospheres. 

If the rehabilitation program in- 
cludes new wall coverings, all 
electrical outlets up to five feet 
should be of explosion-proof de- 
sign. Above five feet at the wall, 
ordinary installations in accord- 


~ance with the National Electrical 


Code should be acceptable. 

If new wiring below five feet or 
changing of the interior walls are 
not contemplated, the new recom- 
mendations will suggest that the 
electrical inspector accept for in- 
stallation what is known as an ex- 
plosion proof replacement unit de- 
signed for such locations. These 
units are not approved by the un- 
derwriters’ laboratory at this time, 
but they do have explosion proof 
characteristics which should pre- 
vent accidental ignition of com- 
bustible gases. There should be no 
electrical connections in the oper- 
ating room floor. 

While forced ventilation and air- 
conditioning are not required un- 
der the new recommendations, they 
are desirable for other reasons. 
Specifically, they add to the com- 
fort of operating room personnel 
and to the removal of the airborne 
bacteria.—Roy HUDENBURG. 


Promissory notes 


We have had a great deal of trouble 
with uncollectible accounts. It has been 
suggested that asking patients to sign a 
promissory note before they are released 
from the hospital might help collections. 
How common is this practice? 


A large number of hospitals re- 
quire that the patient or person re- 
sponsible for payment of the pa- 
tient’s account routinely sign a 
promissory note for the unpaid bal- 
ance. My observation, however, is 
that the majority of hospitals do 
not follow this practice. 

There are advantages as well as 
disadvantages in the practice of re- 
quiring promissory notes. Some ad- 
vantages are: 

1. It tends to designate the indi- 
vidual, if someone other than the 


patient, who is responsible for pay - 
ment of the obligation. This in a 
sense constitutes an acknowledg- 
ment of the indebtedness. 

2. A note, if prepared in nego- 
tiable form, may be transferred by 
the hospital to a third party for 
collection. 

3. In many states the statutes of 
limitations, pertaining to elapsed 
time in which civil action may be 
instituted against debtors, provide 
a greater number of years for the 
collection of promissory notes than 
for open accounts. 

4. Even though the hospital, in 
many instances, may have no 
greater legal recourse in respect to 
a note than to an open account, in- 
dividuals are inclined to take more 
seriously any obligation evidenced 
by a promissory note. 

Here are some of the disadvan- 
tages of requiring signature of a 
promissory note: 

Action for collection cannot be 
started until after the due date 
stated on the note. 

A hospital may lapse into the 
habit of accepting fairly long term 
notes in all cases and will not at- 
tempt to make collections as soon 
as possible. 

The hospital’s public relations 
may suffer. Many patients resent 
being asked to sign a promissory 
note.—WILLIAM H. MARKEY JR. 


Publication ethics 


Would you please advise us on the 
ethics of the following procedures: (1) 
The local newspaper has requested a daily 
list of new patients and their addresses for 
publication in the newspaper. Is it ethical 
to do this and what complications may 
result from such a practice? (2) A local 
radio station has asked that the two local 
hospitals broadcast the names and general 
condition of patients from rural areas for 
general news. This would be a public serv- 
ice feature of the station. What ethical 
involvements are present and would this 
disagree with the code of the American 
College of Surgeons? 


In the first procedure, it would 
be up to the patient and his physi- 
cian to give consent for publication 
in the press of his name as a hospi- 
tal patient. To do otherwise would 
be an invasion of the patient’s right 
to privacy. In some communities, 
it appears to be a long-standing 
practice to publish the names of 
patients admitted and discharged 
at the hospital each day or week. 

The publication of names and 
addresses of accident patients is 
another matter. Such information 
ordinarily is contained on police 
department records and the press 
and the public have ready access 
to this information. 
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routine protection 





against hemorrhage... 


Synkayvite is a stable, potent, water-soluble 
vitamin K compound used to prevent bleeding in 
the newborn when due to hypoprothrombinemia. 

Vitamin K is now used during labor or at birth with 
“life saving effect.’ Prothrombin levels can also 
be quickly restored in obstructive jaundice, 
gastrointestinal disorders and other conditions 
marked by bleeding tendencies due to vitamin K 
deficiency. Adult dosage, 5 to 10 mg daily, adminis- 
tered orally or parenterally, larger doses when 
necessary. In routine obstetrical use, 10 to 20 mg 
parenterally to the mother during labor, or 5 mg to 
infant immediately on delivery. Synkayvite is 
supplied in 5 mg tablets for oral administration, 


and in 5 mg and 10 mg ampuls for parenteral use. 
1. Wiswell, G. B:, Canad, M.A.J., 53:555, 1945. 


HOFFMANN-LA ROCHE INC. * NUTLEY 10° N. J. 


Synkayvite’ 





The same consideration for the 
patient applies to radio information 
as to information to the press. The 
code of ethics adopted by the 
American Hospital Association and 
the American College of Hospital 
Administrators in November 1949, 
says: 

“Information relative to patients, 
except as required by law, should 
not be given without the consent 
of the patient or the patient’s im- 
mediate family and the patient’s 
physician.” 

There are a great many occur- 
rences in hospitals which may be 


the source of press and radio fea- 
tures. Through the development of 
close hospital-press-radio relations, 
through understanding the inter- 
ests and problems of newspapers 
and radio, and by keeping alert to 
potential events in the hospitals 
which are of news and radio sig- 
nificance, it seems that a great deal 
might be accomplished in improv- 
ing and extending public under- 
standing of the hospital, far more 
so in fact than the mere publication 
or broadcast of the names of pa- 
tients. 

Copies of hospital press codes 





Preferred Equipment 
IN THE MODERN OPERATING ROOM 


Herh-Mueller 


ETHER-VAPOR-VACUUM 


Apparatus 


For Simultaneous 
Anesthesia and Vacuum 


Insures Constant Anesthetization by 


Controlled Ether-Vapor Flow — Plus 


Powerful Suction For Every Surgical 
Need 


Simple—Silent—Sure 
Easy and Economical To Operate — 
With a Minimum of Moving Parts to 
Eliminate Repairs and Replacement 
Costs 


Motor and Switches Approved By 
Fire Underwriters’ Laboratories 


Particularly valuable in operations in which a mask cannot be used — in oral, 
throat, nasal and plastic procedures—this Herb-Mueller Unit is also unusually 
effective and convenient for sinus and abdominal drainage, bladder evacua- 
tion and caesarean section. It keeps the patient evenly anesthetized, and 
simultaneously draws off blood, mucous and pus from the operative field, 
minimizing the need for sponges and expediting the work of the surgeon. 
Herb-Mueller—the original ether-vapor-vacuum apparatus—incorporates every 
modern development. All-round efficiency and utter dependability have earned 
this better unit a remarkable reputation among its users. Let us tell you how it 
can help you! 


Write or Call Today For Complete Details 


If you do not know 
your Mueller Repre- 
sentative, ask to see 
his credentials. All au- 
thorized agents carry 
them. 


Everything For Surgery — Since 1895 


° Mueller and Company 


408 SOUTH HONORE STREET CHICAGO 12, ILLINOIS 





which have been adopted by hospi- 
tals and the press in various com- 
munities are available at no charge 
from the Council on Public Rele- 
tions. The Public Relations New:- 
letter, issued by the council, fre- 
quently contains news about how 
hospitals are improving their rela- 
tions with the press, radio and 
other public education media. -—— 
C. J. FOLEY. 


Hospital hostesses 


We are considering the employment of 
hospital hostesses. Is there any informa- 
tion in the library about this type of em- 
ployee which might help us decide? 


A number of magazine articles 
about hospital hostesses have been 
published. These include: 

“An Experiment Suggests a New 
Type of Profession: Administrative 
Counselor.” E. H. Lupton. Hospi- 
TALS, October 1947. 21:55-57. 

“The Hospital Hostess.” Mrs. K. 
J. Fronheiser. HOSPITALS, February 
1938. 12:110-112. 

“A Hostess Bridges the Gap.” W. 
G. Christie. Modern Hospital, No- 
vember 1944. 63:53. 

“A Hostess Proves the Point of 
Southern Hospital-ity.” W. D. Bar- 
ker. Modern Hospital, March 1943. 
60: 67-68. ' 

“Introduction of Hostess Proves 
Boon to Texas Hospital Patients.” 
Hospital Management, June 1946. 
61:81. 

This material may be borrowed 
from the Association library, 18 E. 
Division Street, Chicago 10. — 
HELEN V. PRUITT. 


Amended standard 


In studying the commercial standard 
for gowns for hospital patients, I have 
noticed that no reference is made to 
shrinkage. Since this is one of the most 
troublesome aspects of textile purchasing, 
could not some provision be made for 
guidance of the administrator or purchas- 
ing agent? 

The commercial standard for 
gowns was amended last Novem- 
ber to include a recommendation 
about shrinkage. The amendment 
suggests that manufacturers using 
unshrunk fabrics or fabrics having 
a residual shrinkage of more than 
1 per cent make proper shrinkage 
allowance. 

A copy of the amended standard 
may be purchased for 10 cents 
from the superintendent of docu- 
ments, Washington, D. C. The re- 
quest should be for commercial 
standards, CS-146-47, Gowns for 
Hospital Patients, including sup- 
plement TS-4723.—LEonarD P. 
GOUuDY. 
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end- ¥ note DISTAL ENDS .. . by a deft movement of the fingers, the surgeon 
also has at his command the equivalent of a dissecting instrument which may 
be employed with speed and without the distraction and time-consuming in- 
convenience of having to exchange instruments continuously. 


ORDER THROUGH YOUR DEALER or write for further information 


KNY-SCHEERER CORPORATION 
483 First Avenue New York 16, N. Y. 
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opinions 


ON EFFICIENT DIET PREPARATION 


NE DEBATABLE PROBLEM in hos- 

pital food service is whether 
to prepare all diets in the main 
kitchen or to provide special kitch- 
ens for the special diets. 

This month, five administrators 
discuss the question: Do you be- 
lieve that special diets can be pre- 
pared with greater efficiency and 
economy in the main _ kitchen, 
rather than in aé_ special diet 
kitchen? 


Physical layout must 
be considered 


This is not a question that can 
be given an unqualified answer. 
Many factors, such as size of build- 
ing, physical layout of the main 
kitchen and type of employees 
must be considered when deciding 
if it is advisable to have a separate 
unit for preparing special diets. 
Because special diets constitute one 
of the essential therapeutic meas- 
ures in the treatment of many dis- 
eases, this service is of paramount 
importance and no plan should be 
adopted which in any way will 
jeopardize its quality. 

In hospitals where the prepara- 
tion of all food can be centralized 
in one production unit, fewer em- 
ployees are required and labor 
costs are lower than if two units, 
one for personnel and routine diets 
and one for special diets, are 
maintained. For this reason, all pos- 
sibilities for combining the prep- 
aration should be thoroughly in- 
vestigated. Most small hospitals 
can do this successfully. 

In larger institutions the prob- 
lem is more difficult to solve, es- 
pecially if this type of service was 
not planned when the building was 
constructed. Even where complete 
centralization is not feasible, a 
partial plan may be adopted. For 
example, if the chef’s area is too 
limited to permit the addition of 
this specialized preparation, it may 
still be advisable to centralize pro- 
duction of cold food. 
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At Wesley Memorial Hospital, a 
modified type of centralization is 
used. Vegetables and broiled meats 
are cooked in a special unit in the 
serving area; the rest of the prepa- 
ration is centralized. All salads are 
made in the salad room, desserts 
for all types of diets are prepared 
in the bake shop, and the chef 
supervises the making of soup and 
the ‘cooking and carving of roasts 
and poultry. There is a decided ad- 
vantage in having the chef or his 
assistants do the carving. They are 
more skilled in this operation than 
most cooks available for special 
diet cooking, and thus the yield 
and size of portions can be con- 
trolled more effectively. 

From an economy standpoint, I 
believe that centralized food pro- 
duction is advisable wherever it 
can be adopted without curtailing 
the service to the patient.—RALPH 
M. HUESTON, superintendent Wes- 
ley Memorial Hospital, Chicago. 


Size of institution 
determines choice 

I believe that in a fairly large 
hospital—over 100 beds—the spe- 
cial diets can be prepared much 
better in a separate diet kitchen 
than in the main kitchen. My 


reasons for this belief are several: 


First, diets require special prepa- 
ration. With the interest and 
knowledge that is now attached 
to special diets, the need for very 
special food supplies are multiple 
and varied. Keeping these separate 
in a large kitchen would mean 
a considerable amount of extra 
supervision. To prepare the par- 
ticular foods in the different ways 
necessary in a _ general kitchen 
would mean crowding of space and 
the use of large pieces of equip- 
ment beyond the needs for such 
cooking. In the separate diet kitch- 
en we can have smaller units. 
Second, the type of employee 
needed for preparing special diets 
is trained to more accurate and 


specific methods. In large kitchens 
the people so trained would be 
wasted. 

Finally, special diets require dif- 
ferent dishes and styles of serving 
than are used in the general serv- 
ice. To mix these with general 
service would mean confusion and 
lost motion. Thus, it seems to me 
that the special diet kitchen is 
preferable because it means less 
supervision, less loss of motion, 
easier special food preparation and 
fewer complicated service prob- 
lems. 

Keep the two separate—for they 
have distinctly different functions, 
very different problems, as well as 
specially trained personnel.—Dr. 
A. F. BRANTON, administrator, 
Baroness Erlanger Hospital, Chat- 
tanooga, Tenn. 


Conversion results 
in economy 

For several years food service, 
especially on special diets, was 
high on the list of complaints from 
patients and doctors. As a solution, 
we recently converted our kitchens 
from central supply to individual 
service kitchens in each division 
of the hospital. Ours is a 150-bed 
hospital and all patients are served 
trays. The special diets are served 
first. 

This improvement in food serv- 
ice is beyond anything we had 
hoped. Aside from being most satis- 
factory to the patients, we feel 
sure it will effect quite an economy 
because the food is served hot at 
all times and there is less waste. 
This is very important to patients 
on special diets, since most times 
the food is not what they really 
want to eat. 

The cost of electric food con- 
veyors, toasters, coffee makers and 
other necessary equipment was ap- 
proximately $2,500. All kitchens 
already had refrigerators. Under 
the new plan, we use the same 
number of employees that we did 
with a central kitchen. They are 
more satisfied with the present set- 
up. It was a tremendous task to 
convert, but we handled one di- 
vision at a time. The entire change- 
over took about four weeks. 

The head nurse on each division 
supervises tray service. Meanwhile 
the dietitian visits each floor and 
complaints are picked up and cor- 


HOSPITALS 





GF Gl CO lat eet CSE 


' ~— 


—_e ee SS we lS 


aa SS a > or. hUS 


' i) ' OE ee od ' -—<_ 8 


Here’s why “AMERICAN” BULK STERILIZERS 


provide greater mechanical simplicity...greater operating 
safety...longer periods of satisfactory service. 


Rolling process which 
accomplishes the per- 
manent bonding of 
nickel to steel. 


Smooth, all-welded imperfor- 
ate inner shell as compared 
with outmoded riveted con- 
struction. 


BULK STERILIZER-DISINFECTORS 

ARE AVAILABLE WITH SINGLE OR 
DOUBLE DOOR CONSTRUCTION FOR 
ite +31 40Me) me) d4. mele bal (c] 


Rectangular Surgical Supply Sterilizers feature 
All-Welded construction and a Nickel Clad 
Chamber Shell as standard. A smooth, rust- 
proof surface is attained by a permanent bond- 
ing of non-corrosive nickel to the steel of the 
inner shell. All staybolts and rivets are elimi- 
nated, removing potential leakage points, per- 
mitting easier cleaning, and reducing costly 


maintenance problems. 


Operating Simplicity of the TOP OPERAT- 
ING VALVE enables control of the com- 
plete sterilizing cycle by a single dialed 
valve . . . another “American” exclusive 
feature reducing the possibilities of error 
encountered when multiple valves must be 


operated. 


Operating Safety of the ‘‘American”’ 
STEAM LOCKED DOOR affords positive 
protection against premature, explosive 


opening of the sterilizer door. 


RECTANGULAR BULK STERILIZER-DISINFECTORS 

Simple regulation of pressure provides dual performances: 

1. STERILIZATION of large quantities of material, solutions, or 
commercial processing. 

2. DISINFECTION of mattresses, bedding, clothing and allied 
loads. 


Units feature “American” All-Welded construction 
eliminating staybolts and rivets. Can be specified 
__ with Nickel Clad Chamber Shell. 


WRITE TODAY for detailed specifications 
AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND uonts La 
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rected at the time the tray is 
served.—MABEL HENRY MOONEY, 
administrator, Levering Hospital, 
Hannibal, Mo. 


Six reasons for 
special kitchens 

Special diets probably cannot be 
prepared with greater efficiency in 
the main kitchen rather than in a 
special diet kitchen, but this might 
depend entirely on the size of the 
hospital. In my present hospital of 


approximately 450 beds, I think the 
special diets are prepared more effi- 
ciently and economically in a spe- 
cial diet kitchen. Reasons for this 
are: 

1. Most of the items needed for 
the special trays are within quick 
walking distance. This saves time 
and, by the compactness of the 
kitchen, allows the dietitian to 
watch more closely the actual dis- 
pensing of food. This is a conserva- 
tion factor. 
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"i SAN Sofe ON EVERY SURFACE 


Now FLOOR-SAN helps you cut your soap inventory in half. 
Because Floor-San is safe for cleaning every type of flooring material, 
walls, woodwork and fixtures you can stock one cleanser instead of 
four or five. Floor-San saves labor too; there’s no complicated mixing, 


no supervision necessary .. . 


anyone can use it successfully. Try them 


all and you'll pick Floor-San. Write today for sample and details, 


‘HUNTINGTON ) 
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2. Smaller cooking units in dict 
kitchens are equipped to prepare 
short orders more quickly at any 
time and are easily accessible. 

3. By having properly trained 
diet kitchen employees much lost 
motion is saved. This would be im- 
possible if they handled several 
duties in the main kitchen. 

4. With the use of intercom- 
munication telephones and dumb 
elevator service within the diet 
kitchen, special orders are handled 
more quickly and efficiently and 
are less tiring on the employee. 

5. By means of specially trained 
employees, the food for the special 
trays can be prepared with closer 
supervision. 

6. Probably the most important 
advantage is that the better facili- 
ties are offered for student nurse 
training, a very important factor in 
their education. By having specially 
trained dietitians, more individual 
training can be offered without the 
confusion of the main kitchen. 

From an economy standpoint, 
however, the special diet kitchen 
might not be as practical in the 
smaller hospital where a limited 
number of special orders are made. 
— J. M. Daniel, superintendent, Co- 
lumbia (S. C.) Hospital. 


Partitioned kitchens 
are desirable 

A special diet kitchen that is 
within the main kitchen area, but 
with a ceiling-to-floor wall and a 
door that can be locked during un- 
attended hours, lends itself to eco- 
nomical and efficient service. There 
is in such a centralized unit flexi- 
bility of supervision, purchasing, 
storage, food preparation, use of 
heavy equipment and interchange 
of personnel that cannot be at- 
tained in separate units. This flexi- 
bility, under close supervision, 
makes for economy. 

Even if an additional dietitian is 
employed to supervise the special 
diet kitchen, separate from the 
main kitchen area, efficiency may 
not result. The value of such a 
kitchen and the special diet that 
comes from it depends not only 
on the dietitian but efficiency of 
transportation facilities and serv- 
ing methods. Special diets are ex- 
pensive even if prepared in the 
least expensive manner, and un- 

(Continued on page 128) 
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About the new bill for voluntary 


HEALTH INSURANCE 


Answers to some questions on the scope, performance and 
complexity of the bipartisan senate proposal, S. 1456 


GEORGE BUGBEE 


Spee BIPARTISAN voluntary health 
insurance bill that was intro- 
duced in the United States Senate 
on March 30 is the most significant 
new health measure to reach the 
Kighty-first Congress which went 
into session early this year. Its 
sponsors are Senator Lister Hill of 
Alabama, Senator Herbert O’Con- 
or of Maryland, Senator John 
Withers of Kentucky, Senator 
George Aiken of Vermont and 
Senator Wayne Morse of Oregon. 

President Truman and his ad- 
ministration have recommended 
compulsory health insurance. 
Meanwhile, Senator Robert A. 
Taft, as minority leader for the Re- 
publican party, has introduced a 
successor to his national health bill. 
Like the senator’s bill introduced to 
the Eightieth Congress, this meas- 
ure features grants in aid to the 
Statics for hospital and medical care 
for 'ow-income groups. 


HT 


aot Bugbee is executive director of the 
Me'ican Hospital Association. 

A complete reprint of the Voluntary 
ea i Insurance Bill:appears in this issue 
gi ning on page 101. 
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Whether Congress will prefer 
Senator Taft’s bill to Senator Hill’s 
cannot yet be predicted. Likewise, 
it is impossible to know whether or 
not Congress will favor one of 
these alternatives to the President’s 
proposal for a compulsory program. 

The voluntary health insurance 
bill introduced by Senator Hill and 
his colleagues is a bipartisan pro- 
posal which, according to its spon- 
sors, would build on present prog- 
ress. Through federal aid to the 
states, it would encourage the sur- 
veying, coordinating, supplement- 
ing and strengthening of existing 
health resources so that hospital 
and medical care would be avail- 
able to all persons. 

The bill proposes to provide such 
care by various methods, but par- 
ticularly by encouraging and stim- 
ulating the voluntary enrollment 
in prepayment plans for hospital 
and medical care of the employed 
people and their dependents. 

Secondly, it would provide pro- 
tection through nonprofit prepay- 
ment plans for persons financially 


unable to pay all or part of the 
subscription charges. 

This Voluntary Health Insurance 
Bill, also known as S. 1456, is not 
easily understood in its legislative 
form. By question and answer it 
is possible to describe and better 
understand the operation of this 
legislation should it be enacted. 
These seem to be the most immedi- 
ate questions: 


How would the plan work for 
people who are unable to pay part 
or all of the subscription charges? 


An enabling act would be re- 
quired in each state to decide how 
and who would determine eligi- 
bility. In general, the usual officers 
within the state or subdivisions 
would determine the individuals 
who are to receive care. These 
would certainly include the aged, 
the blind, dependent children and 
those on temporary relief. It also 
would include others unable to 
meet the cost of prepayment for 
medical and hospital care as certi- 
fied by proper authorities. 


Would those certified as eligible 
be insured under Blue Cross and 
Blue Shield plans? 


Eligible individuals would be 
given cards entitling them to com- 
plete hospital care and all medical 
care while hospitalized, as well as 
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outpatient and diagnostic services. 
The state agency, however, rather 
than paying a premium to the Blue 
Cross or Blue Shield plan, would 
pay the cost of service plus reason- 
able overhead for handling ex- 
penses. 


On what basis would hospitals 
and physicians be reimbursed? 

They would be reimbursed on a 
method worked out between the 
plans and the hospitals and physi- 
cians. The bill suggests under sec- 
tion 713(a)15 that the basis must 
be mutually agreeable to partici- 
pating doctors and hospitals and to 
the state agency. 

Many Blue Cross contracts do 
not provide for complete care. How 
would this be arranged? 

The act probably would require 
that all Blue Cross and Blue Shield 
plans establish a new contract 
which would provide a complete 
service for the individuals who are 
certified as eligible by the proper 
authorities. 

When would eligibility be deter- 
mined for those unable to pay part 
or all of their subscription charges? 
Section 713(a)10 of the bill pro- 

vides that eligibility shall be de- 
termined in advance of need for 
hospital care insofar as that is pos- 
sible and that the individual shall 
not be identified as a person ac- 
cepting assistance at the time of re- 
ceiving care. This would require 
that the same basic service contract 
offered to those eligible but unable 
to pay should also be offered to the 
public at a subscription charge. 


The bill speaks of paying partial 
premiums for those unable to pay 
the full cost. How would this be 
arranged? 

The state plan in the bill pro- 
vides that overall standards of eli- 
gibility shall be established by the 
surgeon general for the guidance 
of the states, and that within these 
standards, individuals eligible for 
participation on partial payment 
basis shall be granted a contract. 
It undoubtedly could be arranged 
that partial premiums be paid di- 
rectly to the Blue Cross or Blue 
Shield plans with actual costs of 
service charged to the state and 
premiums collected credited 
against this cost. The premiums 
would be collected for all individ- 
uals certified as eligible for partial 
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premiums, while the cost would be 
only for service rendered those who 
required service. 


What about home and office care? 


The bill provides only for hospi- 
talized illness and outpatient and 
diagnostic care. If relief patients 
required home and office service, 
the state would be required to 
cover costs aS they do at present. 
The bill provides coverage for 
catastrophic illness but not the 
more difficult administrative prob- 
lem of home care. For most indi- 
viduals who are able to pay mini- 
mum amounts, however, home and 
office care are not serious problems 
because of their lower costs. 


What about the person who is 
eligible, but has not applied for a 
card? What would happen should 
he require hospital care? 

Since benefits would not be paid 
for on a premium basis but rather 
on the basis of risk, such individ- 
uals could be issued cards at time 
of need. The whole program, how- 
ever, is geared to encouraging elig- 
ible individuals to secure cards be- 
fore care is needed, and certainly 
all individuals on relief would have 
such cards. 

How would the hospital or physi- 
cian know that the individual’s card 
is still in effect? 

Before rendering care it would 
be necessary to check with the 
plan, as is now done for all Blue 
Cross Subscribers. The plan would 
have up-to-date information from 
the government agency as to 
the individual’s eligibility. 

Suppose that a state does not 
have Blue Cross and Blue Shield 
plans with which to offer a con- 
tract of the sort provided for in this 
bill? 

While it is hoped that all plans 
would cooperate, there is nothing 
in the bill which would prevent a 
state from establishing a prepay- 
ment plan for this program if non- 
government plans did not wish to 
offer the type of contract proposed. 

Isn’t it rather unusual to offer 60 
days of hospital care and outpatient 
and diagnostic services? 

Yes. Each plan would have to 
make arrangements with partici- 
pating hospitals and physicians to 
offer all the care required under 
the bill. Since prepayment plans 
are not required to provide such 





care under an insurance premium, 


there should be no difficulty. For 


persons wishing to subscribe for 
such complete care, figures could 
be compiled rapidly to determine 
the premium required. 


What can be done to stimulate 
voluntary enrollment? 


The state agency and the re- 
gional authorities created by the 
bill would be able to offer much 
assistance to voluntary prepayment 
plans. Many of the Blue Cross 
plans now are having community 
enrollment. With official approval, 
such enrollment could be carried 
forward at a much more rapid rate. 
The state also could assist in taking 
inventory of the number of indi- 
viduals having voluntary prepay- 
ment insurance and could assist 
with premium reductions for those 
who cannot meet the full cost. 


What about voluntary coverage 
during unemployment? 


One of the most satisfactory pro- 
visions of the bill is the require- 
ment that each state pay the cost of 
premiums for voluntary insurance 
for hospital and medical care dur- 
ing the time that an individual is 
on unemployment compensation. 
This should meet one of the most 
serious problems in regard to vol- 
untary health insurance. While the 
bill does not provide that such 
premiums be paid from state un- 
employment compensation funds, 
most states probably would plan 
to provide protection on that basis. 
At present, state unemployment 
compensation funds are adequate 
to assume such an added expense. 


What are the regional authori- 
ties referred to? 


Section 713 (a) 11 and 12 de- 
scribes the regional hospital and 
medical care authority. These are 
subdivisions of state government 
and the enabling act in each state 
would have to specify whether they 
would be appointed by the gover- 
nor or by some other method. 

There might be a hospital and 
medical care authority in each of 
the regions into which the state has 
been divided under the Hospital 
Survey and Construction Act, or 
the state might establish such re- 
gions. The authority would be 
made up of representatives of non- 
government and government or- 
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ganizations and groups concerned 
with the utilization of hospitals, 
including representatives from 
medical and hospital associations 
and other groups as well as con- 
sumers of medical and _ hospital 
care. 

The primary responsibility of the 
hospital and medical care authori- 
ties is to encourage coordination 
of all health facilities and services 
in their region. They do not have 
authority for enforcing coordina- 
tion but rather must stimulate 
such coordination through volun- 
tary activities. 


Could the regional hospital and 
medical care authorities determine 
individuals who are eligible for vol- 
untary prepayment cards? 


Yes. The authorities are subdi- 
visions of the state. The definite 
grants of authority from the state, 
however, would be dependent on 
legislation in each state and on de- 
termination by the state legislature 
as to whether the act will be ad- 
ministered centrally within the 
state or decentrally through hos- 
pital and medical authorities. 


What hospitals within a state 
would be eligible to render care? 


The bill defines hospital as any 
hospital which has an average pa- 
tient stay of less than 30 days, or 
any diagnostic clinic which con- 
forms to standards of maintenance 
and operation established by the 
state. In other words, any hospital 
within this definition which is li- 
censed by the state would be eligi- 
ble for rendering care. 

By definition, the general hospi- 
tal might offer short term care up 
to 60 days for patients with mental 
illness or tuberculosis or chronic 
disease. Such care, however, only 
could be offered in a general hos- 
pital having an average length of 
Stay of less than 30 days. 


Would the act grant authority 
to the federal government for con- 
trolling the maintenance and opera- 
tion of any hospital? 

No. Section 724 specifically states 
that no federal officer or employee 
has the right to exercise any su- 
Pervision or control over the ad- 
ministration of any hospital util- 
ized for furnishing hospital and 
medical care except as provided in 
the act. The authority is very mini- 
mai for such supervision. 
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Section 712 grants the surgeon 
general authority to establish regu- 
lations covering six specific areas 
within the act. These regulations, 
however, would have to be ap- 
proved by the Federal Hospital and 
Medical Care Council before being 
put into operation. 


Why is long term illness not in- 
cluded in the act? 


Probably because the care of 
mental illness, tuberculosis and 
chronic disease is now largely a 
state responsibility and to include 
such costs would present unusual 
problems at this time. The bill 
does provide that care for these 
groups shall be surveyed by. the 
state agency and definite plans de- 
veloped to provide such care. It is 
possible that at a later date federal 
aid might be needed for long term 
illness as assistance to the states. 


What is the cost to the federal 
government of the provision of this 
bill? 

No definite estimate can be 
made of cost. Total cost would de- 
pend on the number of individuals 
in the population needing assist- 
ance, and this would vary with 
economic conditions. It has been 
broadly estimated that initially the 
annual cost to the federal govern- 
ment would be in the neighborhood 
of $300,000,000. This would require 
matching by the states with at 
least an equal amount. 


Would all states receive the same 
percentage of federal funds? 


No. A variable percentage would 
be granted the states. The poorest 
state on the basis of average in- 
come would receive $3 of federal 
money to match $1 of state money. 
The wealthiest state would receive 
$1 of federal money for each $2 of 
state money. Further, no state 
could reduce the sum of money be- 
ing paid for purposes covered un- 
der the bill. The bill requires that 
the percentage of funds to be 
matched within the state must be 
met to the extent of 50 per cent 
from state funds. The balance may 
be met from local funds, if the 
state decides that such a policy is 
wise. 


What can the state do to coordi- 
nate health resources as provided in 


the bill? 


The regional hospital and medi- 


cal care authorities can do much 
to stimulate the provision of ade- 
quate hospital and medical service 
within their area. There is provi- 
sion that a survey be made of each 
state to determine areas which are 
unable to attract practicing physi- 
cians, and that methods be recom- 
mended for encouraging physicians 
to practice in such needy areas. 
There also is provision for survey 
of diagnostic facilities which are 
so fundamental to good medical 
care, and for the development of a 
plan to meet the need for diag- 
nostic facilities. 


What about voluntary health in- 
surance for employees of the fed- 
eral government and the states and 
subdivisions? 


The bill provides that the fed- 
eral government and all participat- 
ing states shall make it possible for 
payroll deduction for employees 
desiring voluntary health insur- 
ance. 


Does this bill have the approval 
of the American Medical Associa- 
tion? 

The American Medical Associa- 
tion Journal for April 9, page 1005, 
reports that the American Medical 
Association believes that this bill 
embodies significant points of its 
platform. It seems to generally ap- 
prove the legislation in principle, 
withholding detailed comments 
pending study. 

Is this bill approved by the 
American Hospital Association? 

The House of Delegates of the 
American Hospital Association has 
long recommended government ac- 
tion in the construction of needed 
hospital facilities and the assump- 
tion of responsibility by govern- 
ment for the cost of care for those 
who cannot meet such cost. The 
Association has aggressively sup- 
ported voluntary prepayment cov- 
erage for the cost of hospital care 
for the employed population and 
their dependents. The Voluntary 
Health Insurance Bill certainly 
recommends federal action which 
would be in accord with the rec- 
ommendations of the American 
Hospital Association on points 2 
and 3 mentioned above. The bill 
has not been studied in detail by 
official bodies of the Association, 
but its officers have approved it in 
principle. 
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Living with labor contracts —1 


Wage scales and working conditions after 


TEN YEARS OF 
COLLECTIVE BARGAINING 


OR MORE THAN A decade, most 
San Francisco hospitals have 
had contractual relations with 
labor unions. In 1936 a contract 
was entered into between the San 
Francisco Hospital Conference and 
the International Union of Oper- 
ating Engineers, A. F. of L. This 
contract was confined to stationary 
operating engineers and appren- 
tices. 

A second contract was entered 
into with the Hospital and Institu- 
tional Workers’ Local 250, A. F. of 
L. in 1937, covering employees of 
housekeeping, laundry and dietary 
departments, nonprofessional help 
in the nursing department and 
employees such as watchmen, 
storekeepers and yardmen. 

Subsequently, collective bargain- 
ing agreements were signed with 
the California State Nurses’ Asso- 
ciation and the California Associa- 
tion of Nurse Anesthetists. The 
agreement with the nurse anes- 
thetists has since been dissolved 
and a letter now covers wages and 
working conditions. 

Additionally, stipulations on 
wages and working conditions have 
been entered into with administra- 
tive nurses and the Cooks’, Pastry 
Cooks’ and Assistants’ Union, A. F. 
of L. 

In accordance with a change of 
policy in regard to collective bar- 
gaining adopted in the early part 
of 1948, the San Francisco Hospi- 
tal Conference has refused to bar- 
gain with the pharmacists’ union 
or with any other group represent- 
ing hospital employees. 

Generally these collective bar- 
gaining agreements provide: 

1. Union recognition: Sole bar- 
gaining agent. 

2. Security: Union shop, main- 
tenance of membership and pref- 
erential hiring. New employees 
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Mr. Langdon is administrator of the 
Hahnemann Hospital, San Francisco, Calif. 
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must be obtained from the union 
or association if available. In the 
event a nonunion member is em- 
ployed, he or she must: join the 
organization within a stipulated 
time or a replacement from the or- 
ganization must be accepted. Em- 
ployees must maintain their mem- 
bership with the organization, in 
good standing, or be dismissed. 

3. Hours: Eight-hour day, five- 
day week. 

4. Overtime: Time and one- 
half after eight hours in any one 
day, or after 40 hours in any one 
week. 

5. Vacation: Two weeks after 
one year. 

6. Sick leave: Twelve working 
days after one year. 

7. Holidays: Seven, including 
New Years.Day, Washington’s 
birthday, Memorial Day, Fourth of 
July, Labor Day, Thanksgiving and 
Christmas. If employees are re- 
quired to work on any recognized 
holiday, a day off in lieu is earned. 
Holidays falling in a vacation pe- 
riod must be added to vacation. 

8. Grievance procedure: Griev- 
ances are first presented to a joint 
committee of employers and the 
subject union. If not resolved they 
are then referred to an adjustment 
board composed of five members 
with each party appointing two 
members. The fifth and disinter- 
ested member is chosen by the four 
appointed members. Decisions of 
the board are final and binding on 
both parties. Costs are shared 
equally. No work stoppage is per- 
mitted during arbitration. 


_ hiring. Grievance clause: None. 
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9. Length of contract: One year. 

10. Termination of employment: 
Fourteen day’s notice. 

11. All contracts provide for 
nondiscrimination against union 
members. . 

The agreements differ in the fol- 
lowing respects: 

Nurses — Vacations: Two weeks 
after one year; three weeks after 
five years. Sick leave: First day of 
any sickness noncompensable. Sick 
leave begins after 90 days of em- 
ployment at rate of 12 working 
days per year, cumulative to 15 
days. On call pay: Half time is paid 
for nurses on call but not working. 
Premium pay: A premium of $10 
per month is paid to nurses work- 
ing evening or night shifts. The 
same premium is paid nurses as- 
signed to surgery, communicable 
disease ward and delivery room. 

Nurse anesthetists — Vacation: 
Two weeks after one year; three 
weeks after five years. Sick leave: 
Twelve working days after one 
year, cumulative to 24 days after 


five years. 
Hospital and Institutional Work- 
ers’ Union — Sick leave: Twelve 


working days after one year, cu- 
mulative to 24 days after five years. 
Duration of contract: Two years 
with wage reopening only after 
one year. Meals: Dietary employees 
are entitled to meals that fall in 
work shift at expense of employer. 

Cooks’, Pastry Cooks’ and Assist- 
ants’ Union — Union Security: 
Union shop, maintenance of mem- 
bership but without preferential 
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The above contracts and agree- 
ments cover the following job clas- 
sifications: 

General duty nurse, $215-$230. 
Advancement from minimum to 
maximum of the salary range auto- 
matic in three-year period; $5 
monthly increase after each year. 

Administrative nurse: (a) Nurse 
directing a single nursing unit, 
$235-$250. Automatic increase from 
minimum to maximum of salary 
range same as general duty nurse. 
(b) Nurse directing two or more 
nursing stations: (1) Nonteaching, 
$265-$280. (2) Teaching, $280- 
$295. Definition of ‘“‘teaching”’ 
nurse: A teaching nurse is a mem- 
ber of the faculty in a school of 
nursing who must do a part of the 
classroom teaching and be respon- 
sible for teaching a portion of the 
nursing school curriculum. 

Nurse anesthetist, $275-$300. 

Chief engineer, $332. 

Stationary operating engineer, 
$265.50. 

Apprentice engineer, $188.70. 

Chef or head cook (class A), 
$314. 

Second cook (class B), $250. 

Cook (class C), $225. 

Pastry cook (class C), $225. 

Baker (class C), $225. 

Butcher (class C), $225. 


JOBS DEFINED 
The following classifications are 
included in the contract with the 
Hospital and Institutional Workers’ 
Union. In each instance the pro- 
gression from the minimum salary 
range to the maximum salary range 
is automatic in evenly divided 
semi-annual steps ever a period of 
two years. Inasmuch as there are 
33 job classifications, a job descrip- 
tion is indicated in each instance: 
Head porter, $180-$190. Make a 
regular inspection of the condition 
of patients’ accommodations, and 
of the general housekeeping facili- 
ties of the building. Instruct maids 
and porters in their duties, requi- 
sition materials and supplies and 
keep time and work records. 
Assistant housekeeper, $170- 
$180. Assist housekeeper or head 
porter in the performance of the 
duties described above, and relieve 
them on days off. 
Porter, $160-$170. Sweep and 
dust, serub and mop floors, wash 
woodwork, polish metal and furni- 
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clean lavatory equipment, 
gather and dispose of ‘refuse, ice 
water tanks, fill toilet supply con- 
tainers, sweep walks, clean eleva- 
tors and move furniture. 

Maid, $160-$170. Sweep, mop, 


ture, 


dust furniture in rooms, polish 
brass, clean toilets in utility rooms, 
clean woodwork, radiators and fur- 
niture; collect and distribute linen 
from patients’ accommodations to 
be sent to the laundry; fill soap 
containers and. towel racks. 

Wall washer, $170-$180. Wash 
walls and ceiling by hand or ma- 
chine. 

Linen room supervisor, $180- 
$190. Supervise the sorting, count- 
ing, storing and issuing of linens to 
the floors; supervise the marking 
and repairing of all linens; requi- 
sition and receive new linens; 
maintain inventory records; check 
linen closets on the various floors. 

Seamstress, $167.50-$177.50. Su- 
pervise menders engaged in mend- 
ing garments and hospital linen 
supplies; perform sewing and 
mending work of a general nature. 
Lay out and cut materials; main- 
tain records of materials. 

Mender, $167.50-$177.50. Make 
garments and hospital linen sup- 
plies; mend laundry, linen, nurses’ 
uniforms or patients’ clothing. 

Elevator operator, $160-$170. 
Operate any of the elevators in the 
hospital; exercise care and caution 
when transferring patients from 
one floor to another; assist in the 
delivery of mail or other articles to 
floors, and assist in moving patients 
to and from the elevator. 

Watchman, $167.50-$177.50. 
Make periodic inspection tours 
about the building and grounds, ex- 
amining doors and windows to see 
that they are properly secured and 
have not been tampered with, and 
continually watch for irregulari- 
ties. Register at regular stations as 
a record of having made inspection 
rounds at a specified time. 

Floor maintenance man, $170- 
$180. Clean, polish, scrub floors; 
make repairs and replacements 
wherever necessary. Prepare own 
liquids for application to the floor. 

Yard man, $170-$180. Maintain 
lawns, shrubs and grounds in out- 
door hospital areas. Keep side- 
walks and paths clean. 

Storekeeper, $180-$190. Continu- 
ously receive, check, store and keep 


required records thereof, such as 
of janitorial supplies, linen, medi- 
cal and surgical supplies, including 
canned goods and other foods. 


KITCHEN 


Head dishwasher, $170-$180, 
plus meals. Keep all mechanical 
equipment used in the kitchen in 
repair and working order. Super- 
vise two to three people working 
as ‘“dishwashers;” bleach stains 
from dishes and other kitchen 
utensils; make bleaching solution. 

Dishwasher and pot washer, 
$160 - $170, plus meals. Assume 
responsibility for washing dishes 
and pots; check machines, keep up 
speed during rush hours, and di- 
rect helpers or subordinates. 


Vegetable man, $157.50-$167.50, 
plus meals. Under supervision of 
the dietitian to prepare all vege- 
tables prior to cooking. Clean, 
wash, cut and sort all vegetables. 

Salad girl, $157.50-$167.50, plus 
meals. Under immediate supervi- 
sion make salads; specialize in the 
arrangement of fruits and vegeta- 
bles for use in salads; and perform 
related duties as required. 

Kitchen helper, $150-$160, plus 
meals. Under immediate supervi- 
sion assist in preparing vegetables 
and other food, serve food and 
nourishments, polish silver, assist 
salad girl; check kitchen supplies, 
serve food from steam tables; as- 
semble trays, scrape and rinse 
dishes, dry dishes; check linen; 
clean and scour floors, cupboards, 
iceboxes, sterilizers and other 
equipment; set up and assist in 
serving trays from floor stations; 
set up and prepare tables; serve 
meals in dining room; remove 
dishes and silverware; clean the 
dining room and its equipment, 
and perform related duties. 

Steward, $170-$180, plus meals. 
Is responsible for the maintenance 
of an adequate supply of foods, the 
proper storage and issuance of 
food, the efficiency of kitchen help, 
and all other kitchen employees 
except those actually engaged in 
cooking; cooperate with the chef. 

Washer man, $190-$200. Load, 
operate and empty washing ma- 
chine; prepare soap solutions and 
bluings; supervise the work of 
other washers and perform related 
duties as required. 

Wringer man, $190-$200. Under 





4| 











































































































supervision of the laundry fore- 
man, operate a centrifugal extrac- 
tor, by loading, balancing, start- 
ing and stopping the machine; un- 
load and remove wash; clean and 
lubricate machine when necessary, 
and perform related duties. 

Tumbler man, $162.50 - $172.50. 
Load clean damp clothes into the 
drum of a drying machine; oper- 
ate drying machine, and perform 
related duties as required. 

Marker and distributor, $170- 
$180. Sort, mark and distribute 
laundry, and perform related du- 
ties as required. 
. Press operator and hand ironer, 

$165-$175. Operate hand pressing 
machine for the ironing of all hand 
or machine ironed uniforms, shirts 
and other wearing apparel, and 
perform related duties as required. 

Mangle hand, $160 - $170. Shake 
all flat work preparatory to run- 
ning it through the mangle; 
smooth out linen so that it is in 
condition for the mangle; feed lin- 
en into mangle or take off and fold 


linen after mangle operation is 
complete. 

Sorter, $165-$175. Check all in- 
coming linen before washing to re- 
move any foreign articles from the 
linen so that the machinery - will 
not be clogged; sort all laundry 
after it is finished preparatory to 
sending it to the various floors or 
departments of the hospital; assist 
in the folding and arranging of 
linens preparatory to delivery, and 
perform duties as required. 

Maintenance man, $180 - $190. 
Make emergency repairs to equip- 
ment when necessary; check 
equipment to keep it in good work- 
ing condition; assist other workers 
in the laundry. 

Head orderly, $185-$195. Under 
supervision of nurses, interns or 
physicians, perform the duties of 
an orderly but more particularly 
supervise the work of other order- 
lies; keep track of their time and 
supplies and perform related duties 
as required. (See “Orderly.’’) 
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Policy basis for employee relations 


This statement has been issued 
by Rhode Island Hospital, Provi- 
dence, explaining to its employees 
their rights as individual workers. 
It was first distributed on June 27, 
1946. Since then its essential points 
have been incorporated in a book- 
let, “FACTS, a Handbook for Rhode 
Island Hospital Employees.” Oliver 
G. Pratt is executive director of 
the hospital. 

“We will deal with our employ- 
ees individually on a fair and just 
basis in accordance with present 
day personnel practics. The man- 
agement wishes to advise you of 
your rights under our policy: 

“1, You are free to discuss your 
work, your work problems, com- 
plaints and grievances with your 
supervisor or boss. Every effort will 
be made promptly to adjust or cor- 
rect any reasonable complaint, or 
we will explain why such is not 
practicable. 

“2. You are entitled to a fair 
day’s pay for a fair day’s work. 
Working conditions can be adjusted 





in the dealings between you and 
the management. You will be paid 
as well as, or better than, the rates 
prevailing for like work and re- 
sponsibility in similar hospitals 
and comparable institutions in the 
New England area. 

“3. You have a steady job so 
long as your services are satisfac- 
tory. Hospitals do not have lay-offs 
or shutdowns. Unless you are ab- 
sent on your own accord, you will 
receive a pay check every week 
in the year. 

“4. Your ability, length of serv- 
ice and your physical condition 
will be considered in promotion to 
a better job when an opening oc- 
curs. You have an opportunity to 
improve your skill and train for a 
better job. 

“All of us undertake a responsi- 
bility to the public when we accept 
a job in a hospital. The public re- 
lies on our ability, integrity and 
devotion to duty—patients are en- 
titled to our best care day and 
night.” 











Orderly, $175-$185. Perform as- 
signments as directed by the head 
orderly, which consists of bathing 
and dressing male patients who are 
not in a critical condition; transfer 
patients; assist with serving meals, 
making beds, cleaning tile, doors, 
lockers, cupboards, rooms, check- 
ing linen, putting away supplies, 
watching over patients; care for 
laboratory animals; assist in au- 
topsies; clean quarters. 

Surgery orderly, $175-$185. 
Clean and prepare operating rooms 
under the supervision of the resi- 
dent physician or the doctor or 
nurse in charge; prepare linen for 
these rooms; check out soiled linen 
and keep these rooms in general 
clean condition ready for use by 
the doctors. Assist in placing pa- 
tients on operating table; move or 
transfer patients under supervision. 

Ward helper (nurse aide), $170- 
$180. Assist in bathing and dress- 
ing female patients when not in a 
critical condition; clean treatment 
trays and keep trays supplied with 
equipment; pass out nourishment 
dishes between regular meal hours; 
clean and care for equipment uten- 
sils; assist with serving of meals 
and feeding patients; perform er- 
rands; dust; arrange flowers in the 
patients’ rooms. 

Surgery and central supply help- 
er, $170-$180. Prepare, wash and 
sterilize packs, sets and trays for 
surgery and floors; fold and wrap 
linen and sterilize supplies; pre- 
pare transfusion sets; sharpen 
needles, clean and _ sterilize syr- 
inges; wash, mend and sterilize 
rubber goods; make sponges and 
dressings, sterilize dressings, in- 
struments and utensils; prepare 
solutions, run autoclave, transport 
patients to and from surgery. 

Head attendant, $180-$190. Su- 
pervise the work of other “order- 
lies.’ Give patients necessary 
treatments which are not handled 
by the ordinary “orderlies’ due to 
the difficult nature of the treat- 
ment. Has had experience in this 
work and must be familiar with 
the organs of the body. 

The foregoing wage scales and 
working conditions are the result 
of years of collective bargaining. 
I am confident comparison would 
demonstrate them to be as high as 
or higher than those of any other 
area in the United States. 
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Living with labor contracts — 2 


How union agreements 


complicate administration 


ORVILLE N. BOOTH 


XPERIENCE HAS PROVED that 
E contractual agreements with 
labor unions and professional asso- 
ciations are a serious obstacle to 
efficient operation of nonprofit vol- 
untary hospitals. Hospitals in San 
Francisco have been the object of 
a great deal of discussion through- 
out the country because this city 
is one of few major communities 
where organized labor represents 
80 per cent of the employees in 10 
of the major hospitals. 

San Francisco hospitals now have 
contracts or stipulations with five 
labor unions or professional asso- 
ciations. These contracts provide 
not only for salaries but for fringe 
issues and working conditions sec- 
ond to none in the United States. 
Contemplating the possibility of a 
union contract and taking steps to 
avoid one is one matter; living un- 
der the terms of one is another. 

How did we get involved in la- 
bor contracts? In order to organize 
a group of employees the union 
must first demonstrate that it rep- 
resents 51 per cent of the workers 
in the classification to be organ- 
ized. In 1936 and 1937 the Ameri- 
can Federation of Labor success- 
fully organized the engineers and 
institutional workers, which in- 
clude the culinary, laundry, 
housekeeping and nonprofessional 
nursing personnel, in two or three 
of our major hospitals. 

Recognition soon spread so that 
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Mr. Booth, administrator of the Saint 
Francis Hospital at San Francisco is presi- 
dent of the San Francisco Hospital Con- 
ference. He was chairman of the Labor 
Relstions Committee during 1948. 
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contracts were entered into with 
these two unions by 10 hospitals 
in San Francisco. Too late, it was 
realized that had all the hospitals 
insisted that 51 per cent of em- 
ployees in all hospitals (instead of 
one hospital) be represented, the 
results might have been different. 

Needless to say, sound uniform 
personnel policies with salaries 
commensurate with those in other 
occupations would have avoided 
much of the unrest on the part of 
the employees at the outset. As a 
result of these early agreements, 
the San Francisco Hospital Con- 
ference was formed, and negotia- 
tions and contracts handled on a 
conference-wide basis. 

In 1946 contracts were negoti- 
ated with the California State 
Nurses’ Association representing 
all general duty nurses. In the 
same year, the California Associa- 
tion of Nurse Anesthetists was 
granted a contract. The latter 
agreement has since been termi- 
nated and in its place, the confer- 
ence has issued a letter covering 
uniform personnel practices. 

In 1947, negotiations were start- 
ed by the A. F. of L. Cooks’ Union 
and a stipulation signed in 1948. 
Pressure for additional contracts 
has been brought by the A. F. of L. 
pharmacists and by the C. I. O. 
office workers. The latter group has 
succeeded in securing a contract 
with one nonmember hospital. 

Labor contraets are usually made 
for a period of 12 months. Sixty 
days before the expiration of a 
contract the union serves notice 


upon the employing hospitals that 
it desires to reopen the contract 
and present its demands for in- 
creased salaries and for every 
other possible benefit. 

It is necessary for the hospital 
group to be represented by spe- 
cially trained attorneys whose 
busingss it is to represent employer 
groups in dealings with unions, 
and especially to be well acquaint- 
ed with the unique and varied op- 
erations of a hospital. The employ- 
ment of less skilled negotiators is 
not an economy as the payment of 
wages and fringe issues, hurriedly 
negotiated or concluded, can cost 
the hospital, in one week’s time, 
the fee that would be paid a good 
attorney on a 12 months’ retainer 
basis. 

The unions, in turn, are repre- 
sented by skilled negotiators who 
possess real ability in speaking for 
employees whom they represent. 

Before considering the problems 
incidental to living with and under 
labor contracts, let us consider ne- 
gotiations in 1948 as a typical ex- 
ample of the time required of a 
hospital administrator in order to 
settle the terms of the contracts. 
For the sake of convenience, a for- 
mer counsel for the hospital con- 
ference had arranged the expira- 
tion date of all contracts at August 
1 of each year. Consequently, on 
or about May 15, 1948, the Labor 
Relations Committee of the San 
Francisco Hospital Conference was 
notified by the California State 
Nurses’ Association, A. F. of L. In- 
stitutional Workers, A. F. of L. En- 
gineers, and the California Asso- 
ciation of Nurse Anesthetists that 
they desired to reopen contracts. 

Preliminary meetings were held 
by the labor committee to deter- 
mine policy for the coming nego- 
tiations and to further acquaint 
our representative with the prob- 
lems of hospital administration. 

The increased cost of living and 


* nationwide wage advances were 


carefully analyzed, together with 
the already high cost of hospital- 
ization which was beginning to re- 
sult in a decline in census. The 
committee and the conference were 
unanimous in the belief that any 
further increase in the cost of hos- 
pital care could not be passed on 
to the patient. Consequently, it 
was our policy to reject the de- 
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mands of the unions for increases 
in salaries. 

In attempting to carry out this 
policy, the five members of the 
labor committee spent 140 hours 
in meetings over a period of five 
months. The conference as a whole 
was called into special session on 
five occasions in addition to its 
regular meetings. Countless hours 
were spent by the chairman of the 
labor committee in telephone calls 
with other members and with legal 
counsel and in personal appear- 
ances in court and before the Cen- 
tral Labor Council (see “Concilia- 
tion schedule’’). 


Approximating the value of an 
administrator’s time at not less 
than $5 an hour, it is estimated 
that a loss of time amounting to 
$4,000 accrued to the five hospitals 
whose administrators are members 
of the labor committee. Surely, all 
will agree that this time could have 
been much better spent in improv- 
ing the personnel policies in the 
individual hospitals instead of 
dealing with employees through 
the indirect efforts of a third party. 
The additional sum_used for the 
payment of a trained negotiator 
for 1,500 hours of preparation for 
negotiations and legal representa- 
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To The People of 
San Francisco 


We, more than 220f- rong, are the hospital workers. 


We ars ospital and Institutional Workers Union Local 250, a part of the 
yees International Union. 


t, nor are they pretty. But they are important in caring for un- 
s confined to a hospital bed because of sickness or injury. 
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tion could have been used to muc) 
greater advantage. 

What was the result of all this 
time spent on personnel relations 
through a third party? Surely < 
could be expected that a good re- 
sult would justify these hours de- 
voted to an expense item repre- 
senting 64 to 70 per cent of a hos- 
pital’s total operating expenses. 
Unfortunately, from the standpoint 
of the patient’s pocketbook and 
hospital occupancy, the _ results 
were disastrous. 

The Hospital and Institutional 
Workers, A. F. of L., covering the 
greatest number of employees, 
originally asked for a $30 increase. 
After three months of negotiations 
the conference was sued by the 
union to force arbitration. After 
two months of consideration by the 
court, an unprecedented decision 
came down that the hospitals must 
arbitrate. 

Previous experience in arbitra- 
tion in 1944 and 1945, had cost the 
hospitals the loss of the right to 
select their own employees and 
had reclassified the positions under 
this contract into 32 categories in- 
stead of the two which previously 
existed. In addition, the last arbi- 
tratiomr had indirectly resulted in 
the 40-hour week, the most ex- 
pensive single blow dealt present 
day hospital administration. 

Settlement without arbitration 
was reached on December 21, 1948, 
after six months of negotiations. 
Dietary employees’ salaries were 
increased $10 per month and 
housekeeping, laundry, nurse aides 
and orderlies, $15 dollars per 
month. This settlement alone will 
cost the San Francisco hospitals 
$150,000 above our original offer 
to this union during the current 12 
months’ period. 

Settlement with the California 
State Nurses’ Association was made 
in September for $15 for general 
duty nurses, the first increase to 
nurses since the 40-hour week was 
started on January 1, 1947. The 
nurse anesthetists agreed to accept 
a letter embodying the same per- 
sonnel practices and _ increasing 
their rates of pay $25 per month 
on a merit basis. 

In October the engineers accept- 
ed a settlement of $14 per month, 
and late in December, the cooks 
agreed to accept their first stipu- 
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lation. Corresponding increases 
were made, of course, to all non- 
organized personnel. 

These new rates of pay, although 
far less than the rates originally 
demanded, will cost the hospitals 
of San Francisco an additional 
$400,000 during this fiseal year, an 
expense which can be borne only 
by the patient or by the general 
public through increased taxes and 
bequests. 

What are the results of working 
under the terms of these contracts, 
once their many provisions are at 
last negotiated? It is regrettable 
that after all the time which is 
spent in negotiations with unions, 
the administrator is still not in 
full control of the employees in his 
own institution. It is a sad state 
when employees, especially those 
in lower bracket categories, take 
their pay checks to union officials 
for interpretation or question their 
vacation time with the union and 
not with the personnel department 
in their own hospitals. 

An employee in the laundry de- 
partment who feels that the laun- 
dry manager is_ discriminating 
against his work will discuss the 
matter freely with the shop stew- 
ard from the union, but will not 
air his grievance with the person- 
nel manager, the department head 
or the administrator of his own 
hospital. Such a situation results 
in a great deal of time-consuming 
correspondence between the union 
and the hospital, and regardless of 
what decision is reached, the em- 
ployee gives all of the credit to 
the union for the result. 

The employment of a good ele- 
vator operator was quite an ac- 
complishment after the war. When 
he refused to join the union, the 
union insisted on sending a re- 
placement. This procedure is in ac- 
cordance with the contract but ties 
the hands of administration in se- 
lecting qualified employees. 

' addition to these objections, 
the overclassification of employees 
has resulted in a costly item of ad- 
ministration. The original contract 
with the hospital and institutional 
workers contained only two classi- 
fications—dietary and non-dietary, 
male or female. The present con- 
tract contains 32 job classifications. 
This arrangement was also the re- 
sult of arbitration during the war 
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years. The employees are informed 
of their job classification through 
a printed contract. 

Such a fine distinction between 
jobs is very unwieldy in a hospi- 
tal although it might prove feasible 
in a factory. For example, a yard- 
man who completes his work at 
two in the afternoon and is sent 


into the hospital as a porter for 
the remainder of the day will ob- 
ject on the grounds that he was 
hired as a yardman, and if the 
other work which he is to perform 
carries a higher rate of pay, he 
will require the additional pay. 
Even in the same department, 
disputes arise over the classifica- 
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Schedule for 1948 conciliation meetings 

That labor relations is a time-consuming activity is attested to by the 

1948 schedule of meetings for the Labor Relations Committee of the San 
Francisco Hospital Conference. This is its list of meetings for the year: 


May 13—General policy meeting 
with counsel. 

June 7—Counsel and California 
State Nurses’ Association. 

June 10—Labor Committee fol- 
lowed by full conference meeting. 

June 14—Joint meeting with 
East Bay Labor Committee on 
Nurses. 

June 29—Labor Committee with 
A.F. of L. Institutional Workers 
and Engineers. 

June 30—Labor Committee with 
A.F. of L. Engineers. 

July 6—Labor Committee with 
A.F. of L. Institutional Workers. 

July 8—Labor Committee with 
A.F. of L. Institutional Workers. 

July 22—Labor Committee with 
A.F. of L. Institutional Workers. 

July 23—Labor Committee — 
public relations release. 

July 26—Labor Committee with 
A.F. of L. Institutional Workers. 

July 29—Labor Committee with 
A.F. of L. Institutional Workers 
and Engineers. 

July 30—Second joint meeting 
with East Bay Labor Committee 
on Nurses. 

August 5—Labor Committee 
policy meeting. 

August 6—Labor Committee 
with A.F. of L. Institutional Work- 


ers. 


August 9—Labor Committee 
with California State Nurses’ As- 
sociation. 

August 12—Special meeting — 
San Francisco Hospital Conference. 

August 24—Labor Committee 
with A.F. of L. Institutional Work- 
ers and Engineers. 

August 26—Labor Committee 
with California Association of 
Nurse Anesthetists. 

August 27—Labor Committee 
with A.F. of L. Engineers. 


August 30—Labor Committee at 
Central Labor Council and Engi- 
neers, Cooks and _ Institutional 
Workers. 

September 2—Labor Committee 
with A.F. of L. Institutional Work- 
ers. 

September 7—Labor Committee 
at Central Labor Council and En- 
gineers, Cooks and _ Institutional 
Workers. 

September 8—Labor Committee 
with attorney to court to answer 
suit filed by A.F. of L. Institutional 
Workers to force arbitration. 

September 9—Special meeting— 
San Francisco Hospital Conference. 

September 15—Court trial of 
dispute on arbitration. 

October 12— Labor Committee 
with cooks and engineers. 

October 14— Labor Committee 
followed by San Francisco Hospi- 
tal Conference. 

October 15—Labor Committee at 
Central Labor Council. 

October 22 — Labor Committee 
with cooks. 

October 28—Labor Committee at 
Central Labor Council. 

November 4—Special meeting— 
San Francisco Hospital Conference. 

November 23 — Special meeting 
—San Francisco Hospital Confer- 
ence. 

November 26—Labor Committee 
with A.F. of L. Institutional Work- 
ers. 

December 13—Labor Committee 
with A.F. of L. Institutional Work- 
ers regarding appeal of decision on 
law suit. 

December 20—Labor Committee 
with A.F. of L. Institutional Work- 
ers and Cooks. 

December 21 — Special meeting 
—San Francisco Hospital Confer- 
ence. 
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tion of duties. Kitchen helpers, for 
example, cannot, under the con- 
tract, do the work of a dishwasher 
without additional compensation. 

A recent dispute between the 
union and a hospital came about 
through the “promotion” of a kit- 
chen helper to a dishwasher. The 
union contended that the man 
should receive the top scale for a 
dishwasher because he had had 
more than *two years’ seniority 
with the hospital. Moving an em- 
ployee from the top of one bracket 
to the top of another bracket be- 
cause of seniority alone destroys 
any resemblance to the merit sys- 
tem. 

An analysis of overclassification 
in one hospital’s kitchen resulted 
in some job consolidations, pay- 
ment of higher rates in some cases 
where duties were enlarged with 
the result of eliminating 14 fulltime 
positions, or a savings of $2,380 
on the monthly payroll. How many 
more similar conditions exist be- 
cause of strict compliance with the 
language of job classifications em- 
bodied in union contracts? How 
many unnecessary employees are 
on our payrolls because of over- 
classification of jobs in San Fran- 
cisco hospitals? 

All of us know that the patient- 
day cost of $21 in San Francisco is 


due largely to increased payrolls; 
but how much of this cost is in the 
administration of the fringe issues 
contained in these contracts? 

A maid employed in the x-ray 
department of one large hospital 
was assigned the duties of clean- 
ing and supplying clean linen. It 
later developed that she became 
trained in assisting with patients; 
that is, she assumed the duties of 
an aide. Under nonunion employ- 
ment conditions, this employee 
would have reminded her depart- 
ment head of the added duties, 
and he would have taken the mat- 
ter up with the personnel manager 
or the administrator. Instead, the 
first knowledge the administration 
had of the matter came through a 
letter from the union demanding 
that the employee be reclassified in 
a higher bracket as an aide. 

We are repeatedly asked to re- 
place an employee who has become 
delinquent in his union dues. Many 
times, this action will result in the 
loss of a valuable person. Regard- 
less of the result, this extracur- 
ricular responsibility of the admin- 
istration can only create ill feeling 
on the part of the employee. 

We in San Francisco find that, 
in the field of public relations, the 
union secures a great deal more 
publicity in a light which is much 
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ONE FOR THE RECORD 


Appeasing the Navajo 


AN AGE-OLD TRIBAL CUSTOM among Navajo Indians is their 
refusal to touch or even view the human body after death. Some 
time ago, as a health education measure, a grizzled old medicine 
man was being shown the marvels of the modern hospital in a 
tour of the splendid new federal institution just opened for 


Indians of northern Arizona. 


The escorting government doctor opened the door to a store 
room containing shiny fracture apparatus—but in the center of 
the room hung a complete skeleton, kept for scientific study. 
At the sight of this, the already deeply impressed medicine man 
jumped back, pointed with horror and amazement and asked, 


“Him Navajo?” 


The quick-thinking doctor shook his head and solemnly re- 


plied, ““No,—Washington.” 


Smiling mysteriously to himself in a completely satisfied man- 
ner the old chief silently continued his tour of the hospital.— 
Joun R. McGipony, M.D., assistant chief, Division of Hospital 


Facilities, Public Health Service. 


Any good anecdote is one for the record. Share yours by sending it to “One 
for the Record,” editorial department of Hospitats, 18 East Division Street, 


Chicago 10. 
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more favorable to the union than 
to the employer. During the period 
of negotiation, reports from the 
union office to the newspapers re- 
mind the public that hospital ad- 
ministration is discriminating 
against employees in refusing to 
pay “a living wage.” It will take 
many articles and much newspaper 
space to overcome the adverse 
public opinion brought about by 
such exaggerated public appeal as 
one handbill distributed by the 
union last Labor Day. 

Without attempting to refute 
the argument that hospital em- 
ployees are entitled to the same 
type of living wage they would 
receive for similar employment in 
other occupations, it must be em- 
phasized that the attainment of 
such employment standards. must 
be made by hospital administration 
and not by labor unions. It is con- 
trary to the policy of service to the 
sick of the community that the 
time of a hospital -administrator 
should be spent dealing with an 
outside representative of his em- 
ployees instead of dealing directly 
and personally with them. The 
failure of a majority of employees 
of a nonprofit, voluntary hospital 
to place their loyalty in the ad- 
ministration and board of trustees 
can result only in lack of efficiency 
in caring for the sick. 

Much can be done by an astute 
administrator to obtain and retain 
the primary allegiance of his em- 
ployees. He can make every effort ° 
to see that his employees are rea- 
sonably paid and make sure that 
his employees know of his efforts. 
He can share information about 
hospital problems with his entire 
staff. He can consult with them 
about his problems as well as 
theirs. He can weld them into the 
team that cannot easily be broken. 
He should exercise great care in 
keeping working conditions in his 
hospital at a desirable level so that 
the caliber of personnel will be in 
keeping with his responsibilities to 
the public. 

A service which must operate 
day and night, without profit, for 
the benefit of a community as a 
whole should not be encumbered 
with divided authority. It has been 
said—and I heartily agree—col- 
lective bargaining is no bargain for 
nonprofit, voluntary hospitals. 


HOSPITALS 









om 3 i D $& ow 


we is te Fy te 


Hospital care 
Nursing care 
Home care 
State plans 
Research 


Subsidies 


MAY 1949, VOL. 23 


The general hospital and 
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N CANCER, THE BASIC sciences are 
I confronted by a puzzle or rather 
a series of puzzles that have no 
parallel in medicine. Since the es- 
tablishment of cellular pathology 
by Virchow and others, countless 
diseases have been struck down. 
The pattern of conquest has been, 
first, the isolation of a specific mi- 
crobe, bacterium or virus, then the 
preparation of a counterspecific 
vaccine, drug or other chemical or 
antibiotic agent. 

To solve the riddle of malig- 
nancy, however, will require a 
radically different attack from the 
traditional methods of coping with 
communicable diseases for cancer 
cells are derived from normal cells. 
In some manner they have differ- 
entiated from normal cells and 
grown wild. Unless destroyed or 
extirpated, they multiply in an un- 
controlled manner until they cause 
death by interference with vital 
body functions or by toxic effect. 

In seeking an explanation of this 
phenomenon, cancer research has 
enlisted all the basic sciences. Pro- 
found and in many instances 
astonishing contributions have been 
made. The diversity of these con- 
tributions, though it makes sum- 
marization an impossible task, is 
one of the most striking character- 
istics of cancer research. 

At first glance, the sum of our 
cancer knowledge seems like’ a 
medical paradox. We know less 
about the actual mechanism in- 
volved in genesis of cancer than of 
almost any other disease; yet, con- 
sidered as a body of accumulated 
scientific knowledge, we know of 
more agents that cause cancer than 
any other disease. 

This is not a real but only an ap- 
parent contradiction. Probably 
there is more to know about cancer 
—in its varied etiology, develop- 
ment, diagnosis and treatment— 
than we need to know to conquer 
other diseases. 

Research in each of these aspects 
has advanced our knowledge of 
cancer; at the same time it has 
heightened our appreciation of the 
complexities, for paradoxes and 
contradictions are to be found in 
every aspect. 

Is cancer a virus disease? So far 
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Dr. Heller is director of the Public 
Health Service’s National Cancer Institute, 
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CANCER CONTROL—1 


Mid-channel 
in cancer 
research 


JOHN R. HELLER JR., M.D. 


as chickens and rabbits are con- 
cerned, some forms of cancer are 
infectious. This finding is providing 
leads in the study of human cancer, 
but the records of tens of thou- 
sands of cancer patients fail to dis- 
close a single instance of anyone 
contracting the disease in this man- 
ner. 

Is cancer hereditary? At the Na- 
tional Cancer Institute and other 
laboratories, virtually all members 
of specially inbred strains of mice 
develop spontaneous tumors. In 
such mice an almost inescapable 
tendency toward cancer is appar- 
ently inherited. But human beings, 
of course, do not inbreed, and while 
heredity is a probable factor, there 
is no evidence that it is the decisive 
one. 

More than 90 per cent of the 
workers in a certain operation in 
the chromate industry abroad de- 
velop lung cancer, and many other 
carcinogenic agents have been 
identified. But so far as we know, 
the majority of cancer patients 














TRANSPARENT plastic window is fixed on « 
flap of the skin of a mouse in which a sma! 
fragment of tumor tissue has been implanted 


have not been exposed to industria! 


or other carcinogens, and it is 


doubtful whether such factors can 
account for more than a small pro- 
portion of human cancers. 

In the same way, hormonal im- 
balance, altered cell components 
such as mitochondria, altered pro- 
teins or enzymes, altered metab- 
olism in the cell and many other 
factors apparently explain part— 
but not all—of the genesis of can- 
cer. 

Thus the problem is a challenge 
to all the sciences. For cancer, mul- 
tiple in cause, is equally multiple 
in point of attack. The organs, 
bones, muscles and blood are all 
subject to cancer. The mere classi- 
fication of cancers and leukemias, 
the many kinds of sarcomas, carci- 
nomas, and epitheliomas, the de- 
gree of differentiation and malig- 
nancy—all this is ‘part of the 
many-sided character of cancer. 

But whether it is one disease or 
many, it is clear that we must in- 
tensify our effort to understand 
and control it. Cancer is primarily 
a disease of middle age. With every 
passing year, a greater proportion 
of our population is in the so-called 
cancer age group. Half a century 
ago, fewer than one out of five 
Americans were 45 or over. Today 
the proportion is more than one 
out of four; in another 25 years it 
will be more than one in three. 

For this reason, more than any 
other, the cancer death rate has 
doubled during the past 50 years, 
and the cancer problem seems like- 
ly to increase in the future. Cancer 
diagnosis and therapy, which have 
made enormous progress during 
that same period, must continue to 
advance. Every control measure 
that can keep the menace of can- 
cer in check must be utilized on 
the broadest scale. 

Other articles in this section de- 
scribe such measures in detail. 
They merit careful study by every 
hospital and every health admin- 
istrator. 





Photo credits for cancer_section: Na- 
tional Institutes of Health, Photo Services 
and Research Section, Federal Security 
Agency-Public Health Service, pages 47- 
59; U. S. Public Health Service, page 61. 
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CANCER CONTROL—2 


A comprehensive approach 


The National Cancer 
Institute distributes 
funds and correlates 
research endeavors 


AUSTIN V. DEIBERT, M.D. 


ERHAPS IN A LEADED container 
Ps radioisotopes, even now being 
sped to some research institute, 
may lie the solution to cancer. Or it 
may be in some subtle mixture un- 
dergoing analysis in a biochemical 
laboratory. The solution to cancer 
may come from any one of a dozen 
sources now being vigorously ex- 
plored, but when it will come is a 
matter of conjecture. Whether it be 
months, years or decades, it still 
is in the future. 

The fact remains that today with 
present knowledge and resources 
the cancer death rate can be cut 
in half. At least 90,000 men, women 
and children—of the estimated an- 
nual cancer death toll of 180,000— 
can be saved from death, if diag- 
nostic skills and treatment proce- 
dures are brought to them in time. 

The salvation of nearly 90,000 
persons scattered over the entire 
United States is too large a task 
for one individual or one institution 
to accomplish alone. Although this 
is the goal of the National Cancer 
Institute, it has been made with 
the full realization that attainment 
can come only by the cooperation 
of those who have the essential 
skills and facilities—the nation’s 
physicians and hospital adminis- 
trators. To assist the physicians and 
hospitals to make services avail- 
able to all is the immediate purpose 
of the cancer control program of 
the National Cancer Institute. 
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Dr. Deibert is chief of the Cancer Con- 
at Branch of the National Cancer Insti- 
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Dr. Virginia Evans looks at one of the new 
large tissue cultures now being grown at the 
National Cancer Institute, Bethesda, Md. 


Prior to 1937, at which time an 
act of Congress created the Na- 
tional Cancer Institute as part of 
the Public Health Service, there 
was a tendency in both lay and 
professional minds to equate pub- 
lic health with control of only in- 
fectious or contagious diseases. 
This was natural for the concept of 
public health received its greatest 
impetus at a period in medical his- 
tory when the newly discovered 
science of bacteriology was mak- 
ing spectacular strides and creating 
the “Golden Age of Medicine.” In 
the minds of a whole generation of 
medical students, disease infec- 
tiousness determined that a public 
health service should be dedicated 
largely to the control of bactérial 
diseases. 

Acting on the advice of the Na- 
tional Advisory Cancer Council— 
composed of six persons eminent 
in medicine and research, and the 
surgeon general of the Public 
Health Service—the National Can- 
cer Institute conducts cancer re- 
search within its own walls, pro- 
vides grants for research to civilian 
institutions, awards research fel- 


lowships to qualified persons, and 
engages in a multi-faceted program 
of cancer control. 

Primarily, the institute is a re- 
search organization. Although in 
the last few years scientific investi- 
gations have expanded, basic fields 
of study have remained the same— 
biology, endocrinology, biophysics, 
biochemistry, chemotherapy and 
pathology. Clinical investigations 
are carried out at the United States 
Marine Hospital in Baltimore, but 
with the completion of the National 
Institutes of Health Clinical Cen- 
ter, at least 150 beds will be 
devoted to cancer patients, thus 
enlarging the institute’s clinical 
research program. 

But of all the institute’s projects, 
it is the cancer control program 
which promises the most immediate 
benefits—reducing cancer mortal- 
ity by half. To reach this goal the 
cancer control program has five 
lines of attack. 

1. The accumulation of new 
knowledge about cancer derived 
from fields beyond the strictly lab- 
oratory and clinical. This comprises 
the environmental influences—the 
effects of climate, diet and occupa- 
tion on the incidence of the disease. 
The institute has a new environ- 
mental cancer section which is con- 
ducting surveys and_ laboratory 
tests, studying industrial processes 
and engaging in educational pro- 
grams in a comprehensive search 
for new carcinogenic substances to 
add to the more than 300 already 
known to be factors in neoplastic 
growths. Cancer epidemiology 
and statistics are also parts of this 
study. 

2. Special cancer training for 
professional workers. The purpose 
of this phase of the program is to 
provide the most important single 
element in the fight against can- 
cer—the well-trained professional 
worker. This is being accomplished 
by providing financial assistance to 
medical schools and dental colleges 
enabling these institutions to en- 
hance their cancer teaching as an 
integral part of their regular cur- 
riculums. Two universities—Yale 
and Harvard Schools of Public 
Health—have received financial as- 
sistance from the institute to con- 
duct courses on the public health 
aspects of cancer. 

Paralleling the research fellow- 
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The technician establishes a standard sample 
of the radioactive tracer to be used as a 
check in all steps of the research process. 


ships, also made available by the 
institute, are the clinical trainee- 
ships which provide opportunities 
for qualified physicians who wish to 
specialize in the diagnosis and 
treatment of cancer. Nurses also are 
being provided with special train- 
ing in cancer at many centers 
throughout the United States. 

At four strategically located cen- 
ters—Cornell University Medical 
College in New York City, the Uni- 
versity of California in San Fran- 
cisco, the University of Oregon 
Medical School in Portland, and 
jointly Tulane University and 
Louisiana State University in New 
Orleans—courses are being given to 
professional workers in the tech- 
niques of the cytologic test for can- 
cer. For practicing physicians, the 
National Cancer Institute in co- 
operation with the American Can- 
cer Society is preparing a series of 
teaching films on diagnosis. 

3. Better utilization of present 
cancer knowledge is the third phase 
of cancer control. It is expected 
that the first two parts of the pro- 
gram will result in a better utiliza- 
tion of knowledge, but in addition, 
the institute is undertaking cer- 
tain surveys to develop more meth- 
ods to utilize current knowledge. 

4. Improving cancer services and 
facilities. In addition to the estab- 


State control 


lishment of tissue diagnostic serv- 
ices, as well as aids to the state in 
setting up diagnosis and treatment 
centers, the institute provides spe- 
cial services. An important one is 
the radium-loan project in which 
the institute’s special supply of ra- 
dium is loaned without charge to 
hospitals throughout the country. 

5. The fifth and final phase of can- 
cer control is the evaluation of tech- 
niques and services now being used 
as well as the development of new 
detection and diagnostic methods. 

All five of these plans for the 
control of cancer, essential as they 
may be, are meaningless unless the 
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physical facilities for cancer control 
are present. And that means more 
diagnostic and treatment facilities 
throughout the United States. 

Cancer, more than any other dis- 
ease, requires the services of many 
specialists—internists, otolaryngol- 
ogists, gynecologists, dermatolo- 
gists, radiologists, pathologists—in 
fact those very specialists who are 
usually found on the staffs of gen- 
eral hospitals. It is in the general 
hospitals that the essential diagnos- 
tic and treatment potentials exist 
which will make the control of 
cancer possible. 

To make them effective requires 
organization and financial assist- 
ance. The organizational problem 
the hospital administrator is quite 
competent to handle with his long 
experience in solving similar prob- 
lems. The financial problem of set- 
ting up cancer services in the gen- 
eral hospital, however, might be a 
stumbling block were it not for the 
direct and indirect aids from the 
National Cancer Institute. 

Under its plan of cancer control, 
the institute grants funds to all 
states setting up cancer control di- 
visions within their state health de- 
partments. The amount of money 
allotted is based on a formula tak- 
ing into consideration the popula- 
tion, number of cancer deaths, pop- 


Appropriations for the departments of the 
National Cancer Institute total $22,000,000 
for 1948-1949. Diagram, left, shows amounts 
allocated for the cancer control program. 
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ulation density, and financial needs. 
Although federal funds go directly 
to the state control agency, general 
hospitals can receive many aids 
from it. Many state cancer control 
programs receiving funds from the 
National Cancer Institute have 
made provisions to assist hospitals 
organizing cancer services. For ex- 
ample, the purchase of essential 
equipment and the salaries of per- 
sonnel devoted to such services are 
allowable expenses. 

State cancer control funds can 
also be spent for establishing cen- 
tral cancer registers. These regis- 
ters will provide valuable informa- 
tion as to the extent, the problems, 
effectiveness of control measures 
and data for follow-up reviews. 

The state cancer control division 
can utilize its federal funds for 
case follow-up services. Public 
health nurses may be employed to 
check on cancer patients and see 
to it that they report back for peri- 
odic checkups. Also, the state con- 
trol division can spend its money 
on public health nurses to provide 
home nursing care. This may re- 
lieve the general hospital of the 
heavy burden of caring for patients 
for prolonged periods within the 
hospital. 

Detection centers, diagnostic 
clinics and cancer clinics are the 
three types of cancer facilities 
which the general hospital can es- 
tablish and for which it may expect 
to receive many direct and indirect 
aids from the National Cancer In- 
stitute. 

Cancer detection centers serve a 
mass screening function by exam- 
ining normal, supposedly healthy 
individuals. 

Diagnostic clinics examine pa- 
tients who have been either refer- 
red by physicians or who present 
themselves directly to the clinic 
with definite complaints. The clinic 
concentrates its efforts on deter- 
mining the existence of early or 
late malignancy, and once the diag- 
nosis is made, the patient is re- 
ferred back to his own physician 
or to an institution for treatment. 

The cancer clinic, in addition to 
diagnostic services, provides the 


A solution used in tissue culture work at 
the National Cancer Institute is sterilized 
y filtration under pressure through a bac- 
tericlogical filter, then sealed in flasks. 
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necessary treatment for the diag- 
nosed cancer patient. In addition, 
the clinic offers educational oppor- 
tunities to members of the clinic, 
to other physicians and to medical 
students, through stimulating and 
instructive staff conferences. 

The American College of Sur- 
geons, which has established stan- 
dards for all three types of cancer 
facilities, has advised that for a 
cancer clinic there should be one 
executive officer plus representa- 
tives assigned from the various 
hospital departments, who will be 
responsible for diagnosis and treat- 
ment. Included will be such de- 
partments as pathology, radiology, 
surgery, otolaryngology and gyne- 
cology. There should also be avail- 
able a secretary and a social serv- 
ice worker. According to the Amer- 
ican College of Surgeons, the clinic 
should hold regularly scheduled 
conferences at which coordinated 
efforts should be made to arrive at 
a specific diagnosis and to make 
recommendations for therapy. Gen- 
erally, the patient is treated by the 
staff of the clinic, but at times 
cases are referred elsewhere. 

The clinic, says the American 
College of Surgeons, not only 
should have access to the usual 
laboratory and surgical facilities, 
but should also have adequate x- 
ray apparatus and radium for 
therapy. Careful records must be 
kept of each patient, and treated 
patients must receive periodic fol- 


low-ups for not less than five years. 

In establishing cancer clinics the 
hospital administrator may play 
the dominant initial role. His 
recommendation either to the chief 
surgeon or radiologist or another 
key staff member may result in the 
initiation of such a program. In 
addition to realizing the potential 
facilities of his institution, the hos- 
pital administrator as a leader in 
his community is aware of the can- 
cer control needs in his town. It 
should be realized that not all of 
the prescribed requirements of the 
American College of Surgeons need 
be met at the start. A cancer serv- 
ice within a general hospital can 
develop slowly with a minimum of 
equipment and personnel just as 
any other department of the hos- 
pital grows. 

After careful consideration the 
American College of Surgeons has 
said that the proper ratio of can- 
cer facilities to the population is 
1:100,000. There are at the present 
time 530 approved cancer clinics 
and diagnostic clinics in the United 
States. In eight of the states the 
ratio: is only 1:200,000, and six 
states have no facilities whatso- 
ever. To assist in reducing cancer 
mortality ,by one-half, at least 
another 1,000 cancer clinics should 
be established in the United States. 
But unless hospital administrators 
set the wheels in motion, cancer 
deaths may not be materially les- 
sened at the present time. 
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CANCER CONTROL— 3 


How state aid advances 


the hospital clinic 


ROLAND R. CROSS, M.D. AND G. HOWARD GOWEN, M.D. 


HEN, IN A FEW MONTHS, a can- 

\ \ cer diagnostic clinic will open 

its doors in Aledo, IIl., it will mark 

the twenty-first state-aided cancer 

clinic in general hospitals, and the 

sixteenth established since 1946 in 
the state of Illinois. 

Actually, the state cancer pro- 
gram began modestly in 1940 with 
the establishment of a tissue diag- 
nostic center housed in the Chicago 
offices of the State Department of 
Health. The services employed a 
pathologist, technician, stenogra- 
pher and clerk. Control of cancer 
was the aim even when the service 
was not so named. But the purpose 
was to control the disease in II- 
linois by providing a means of early 
diagnosis to physicians. It was 
as true then as it is today that early 
diagnosis followed by adequate 
therapy will provide the only pres- 
ently known method of controlling 
cancer. 


NEW CENTERS 


It soon became evident that a 
central tissue diagnostic service, 
good as it was, would have to be 
implemented with other services. 
Effective cancer control could be 
achieved by providing many cen- 
ters throughout the state where pa- 
tients could be seen and examined 
by qualified physicians, proper 
diagnosis made and recommenda- 
tions given for adequate treatment. 
Such a plan meant establishing 
‘Dr. Cross is director of the Illinois De- 
partment of Public Health. Dr. Gowen is 


chief of the department’s Division of Can- 
cer Control. 
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cancer diagnostic clinics through- 
out Illinois, especially in down- 
state rural areas where specialized 
institutions competent to diagnose 
and treat cancer were not avail- 
able. 

Armed with an increased ap- 
propriation from a farsighted state 
legislature, plans were made to 
establish a number of diagnostic 
clinics and to decentralize the tis- 
sue service to these individual clin- 
ics. Advice was immediately sought 
from the Illinois State Medical 
Society which wholeheartedly en- 
dorsed the project and helped to 
draft the program. There was little 
doubt in the minds of anyone that 
general hospitals were the ideal 
places to create such diagnostic 
clinics. 

As focal points of medical skills 
in local communities, they were ex- 
cellent. They had the further ad- 
vantage of possessing on their staffs 
the basic requirements for such 
clinics— pathologists, radiologists, 
surgeons, internists as well as the 
physical facilities. And, of course, 
there was the advantage of the gen- 
eral hospitals’ usual enthusiasm for 
all public health advances. 

On October 10, 1941, the first 
state-aided cancer diagnostic clinic 
was opened at the Memorial Hos- 
pital in Springfield. It was unfortu- 
nate that the war seriously ham- 
pered furtherance of these plans, 
and in the years 1941 to 1946 it 
was possible to establish only five 
such clinics throughout. the entire 
state. 

At the outset, the plan was to 


make these clinics wholely stat: 
aided. An arbitrary amount of $30() 
a month for the operation of eac!) 
clinic was agreed upon, but it wa: 
soon found that this procedure di:| 
not take into consideration the com - 
parative amounts of service ren- 
dered by individual clinics, and 
actually was niggardly to some and 
overgenerous to others. 


A more equitable arrangement 
was worked out and today clinics 
are paid according to the amount 
of service rendered. A fee of $20 
from the state control agency is 
allotted to a clinic for each new 
patient seen and special charges 
are allowed where the patient is 
not able to pay for special labora- 
tory examinations. The maximum 
allowance to a clinic is $4,000 a 
year for the examination of new 
patients. 

Real impetus to Illinois’ cancer 
control program came in 1946 when 
the National Cancer Institute initi- 
ated its program of cancer control. 
With one feature of its broad pro- 
gram the allocation of funds to in- 
dividual states for state cancer con- 
trol divisions, the federal program 
came as a real boon to Illinois’ ef- 
forts in cancer control. The con- 
tinued financial support from that 
source has helped the state agency 
to establish 16 additional diagnos- 
tic clinics within the past three 
years. 


COOPERATION 

Much of the success of the can- 
cer control program in Illinois has 
been due to the excellent coopera- 
tion and working arrangements 
maintained with voluntary and of- 
ficial agencies in the state, whose 
interests in the field of cancer co- 
incide. Actually this has resulted 
in a very nice division of labor for 
all concerned. 

While the state Division of Can- 
cer Control does practically all of 
the promoting and financial sup- 
porting of the diagnostic clinics, the 
majority of the lay educational 
program is carried on by the Illinois 
division of the American Cancer 
Society. The major portion of the 
professional education activities 
have been handled by the Illinois 
State Medical Society. The Society 
of Illinois Pathologists has been 
most helpful in appointing two out- 
standing pathologists to serve as 


HOSPITALS 














The Hospital Outpatient 


1. The patient receives 
early diagnosis in the out- 
patient department of the 
hospital and is sent to the 
cancer clinic for final di- 
agnosis and group deci- 
sion of type of therapy 


needed. , 


2. The patient is admitted 
fAdeeg, to the hospital for surgery, 
radiology or other special 
treatment or is treated in 


3. FOLLOW UP: The patient reports periodically to 
the clinic for the rest of his life. The clinic studies the 
end results and evaluates the method ployed 


the outpatient depart- 
ment. 

















consultants to the pathologists serv- 
ing in the various diagnostic clinics 
throughout the state. This organi- 
zation has also worked out the sys- 
tem of pathological diagnostic serv- 
ice in the clinics. 

A most important survey con- 
cerning available deep x-ray ther- 
apy facilities in Illinois is being 
made in cooperation with the II- 
linois Society of Radiologists. The 
over-all guiding agency in estab- 
lishing diagnostic clinics has been 
' the American College of Surgeons 
which recommends the minimum 
requirements for all the various 


types of cancer clinics and ap- 
proves them. 

Before a state-aided cancer clin- 
ic can be established, the idea must 
be approved by the particular 
county medical society in which the 
clinic is located. Such approval is 
important for it means that the 
members of the local medical so- 
ciety will support the activities of 
the program. While the Division of 
Cancer Control promotes such clin- 
ics and provides funds for their 
establishment and operation, the 
actual administration of the clinic 
is in the hands of the clinic staff 
of the hospital. 

The over-all objectives of a diag- 
nostic clinic are to provide a con- 
sultation service for physicians and 
dentists in the early diagnosis of 
cancer. An important function of 
the clinic is to follow up cancer 
cases to determine if the patients 
have been treated and to analyze 
the results of each treatment. Such 
procedure permits comparative 
evaluation of results of various 
therapies. 

In general the procedure is to 
admit patients to the clinic only 
through referral by their physi- 
cians or dentists. The referring 
physician or dentist either accom- 
panies his patient to the clinic or 
presents a written case history to 
the clinic. After examination the 





The Private Patient 


1. The private patient re- 
ceives early diagnosis 
from his own physician. 


ty 


en 


2. The physician refers his 
patient to the hospital 
cancer clinic for complete 
diagnosis. 

3. The clinic makes recom- 

mendations for therapy 

and refers the patient to 

his own physician for ther- 

apeutic management. The 

patient is hospitalized or 

treated by his own physi- Xt) 


cian, 


4. FOLLOW UP: Frequent observation is the only 
assurance against disaster from local recurrence or 
from delayed evidence of metastasis. Private physi- 
cians cooperate with the clinic in the study of end 
results and evaluation of methods. 
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patient is directed back to his re- 
ferring physician or dentist and a 
written report is made giving the 
diagnosis and recommendations for 
treatment. 

In the diagnostic clinics in Illi- 
nois, the basic staff consists of a 
pathologist, radiologist, general 
surgeon and internist. When avail- 
able, . additional staff members 
representing the surgical subspe- 
cialties are also appointed. In com- 
munities where the clinic has been 
established in one hospital, and 
other hospitals are also in the area, 
attempts are made to have the 





DEPARTMENT STAFF 
Radiology 


Internal medicine 
Dermatology ¥ 
Otolaryngology 

Other surgical specialties 








Cancer Clinic Organization in the General Hospital 


ADMINISTRATIVE STAFF 
Executive officer 
Secretary 
Social service worker 


REGULAR CLINICAL SESSIONS J 
4) A CORRELATED GROUP EFFORT | 
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Gencral hospitals, with their extensive physical facilities and staffs of specialists, are ideal places for organizing community cancer clinics. 
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Minimum standard for 
cancer clinics 


RECOMMENDED BY THE AMERICAN COLLEGE OF SURGEONS 


1. ORGANIZATION. There shall be a definite organization of the 
service, and it shall include an executive officer and representa- 
tives of all the departments of the hospital concerned in the 
diagnosis and treatment of cancer. The services of a secretary 
and of a social worker shall be available for the purposes of 
the clinic. 

2. CONFERENCES. As an essential feature of the service there 
shall be regular conferences or consultations at which the 
diagnosis and treatment of the individual cases are discussed 
by all members of the clinic who are concerned with the case. 

3. Patients. Reference to the cancer clinic of all patients in 
whom the diagnosis or treatment of cancer is to be considered 
shall be either voluntary or obligatory in accordance with the 
vote of the medical staff or of the governing board of the 
hospital. 

4, EquIPMENT. In addition to the diagnostic and therapeutic 
surgical equipment which is required in every approved general 
hospital there shall be available an apparatus for x-ray therapy 
of an effectiveness which is generally agreed upon as adequate, 
and an amount of radium sufficient to insure effective treatment. 

5. Recorps. In addition to the records which are required in 


every approved general hospital, there shall be additional rec- 
ords of: (a) Details of the history and of the examination for 


cancer in different regions of the body, such as are indicated 


on the form records which are recommended by the Cancer 
Committee, American College of Surgeons; (b) details of the 
treatment by radium or x-ray as indicated on the form records 
which are recommended by the Cancer Committee, American 
College of Surgéons; (c) periodic examinations at intervals for 
a period of at least five years following treatment. 

6. TREATMENT. The treatment of cancer patients shall be en- 
trusted to the members of the staff of the cancer clinic except 
in cases in which adequate treatment in accordance with the 
collective recommendation of the staff of the cancer clinic can 
be procured otherwise. 


Benefits of the clinic 


Concentration of interest in the study of cancer. 

Pooling of the knowledge of those versed in different phases 
of cancer work. 

Educational opportunities offered to individual members of 
the staffs of the clinic and to medical students in training. 


Standardization of records so as to make possible statistical’ 


studies of end results in large numbers based on comparable 
data. 

Concentration of material for clinical research to supplement 
and implement discoveries in research laboratories. 

Greater ease of securing financial support and the cooperation 
of lay individuals and organizations in furnishing equipment and 
nonprofessional personnel. 


FOTO UUM ULL UUM 








clinic staff as representative as 
possible of all the hospitals active 
in the program. 

Fully as important as the pro- 
fessional staff of the clinic is a 
part time or fulltime medical 
secretary who maintains proper 
records of clinical cases, arranges 
appointments to the clinic and car- 
ries on a follow up of cases of pa- 
tients diagnosed at the clinic. A 
nurse is usually assigned by the 
hospital to assist in the handling 
of patients on clinic days. 

There was some difficulty in the 
beginning to get: properly qualified 
medical secretaries for service in 
the clinics. The nature of this po- 
sition was so important that a plan 
was inaugurated to have all med- 
ical secretaries who were hired for 
work in the clinics take a two- 
weeks course at the Tumor Clinic 
of the University of Illinois at Chi- 
cago before beginning work locally. 
This has proved to be an excellent 
plan inasmuch as all medical sec- 
retaries receive identical training 
and they keep identical records, 
making statistical evaluation of 
data much simpler. 

Although these individuals are 
called ‘clinic raedical secretaries,” 
by virtue of their training, they are 
actually secretary-social service 
workers. Originally the salaries of 
these secretaries were paid by the 
state cancer control agency, but 
with the increased activity of the 
Illinois division of the American 
Cancer Society, it furnished funds 
to pay some of thesé salaries. This 
has been a most satisfactory ar- 
rangement and has in no way de- 
tracted from the efficiency of the 
secretaries or their responsibility 
to the state agency. 


DEMAND 


How often the diagnostic clinics 
meet depends entirely on the local 
demand for such a service. In the 
20 diagnostic clinics in [Illinois, 
meetings vary from six times a 
week to once a month. Three or 
four times a year, however, more 
formal sessions are held. At this 
time selected cases of particular 
interest are presented. A desirable 
feature of the formal clinic session 
is the opportunity for professional 
education. An outstanding author- 
ity in the field of cancer is usually 
invited to be present at each of 
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these sessions as a teaching con- 
sultant. The Illinois Department of 
Public Health has encouraged this 
practice and has made funds avail- 
able to provide an honorarium and 


to pay the expenses of these visit- 


ing consultants. 


NURSES 


Emphasis has been laid also on 
the role of public health nurses 
in cancer. It was difficult at first to 
impress nurses with the importance 
of cancer as a public health nursing 
problem, but after several prelim- 
inary educational efforts, their in- 
terest mounted. Several nursing 
institutes were held in various areas 
of the state, and at the present time 
the public health nurses are active- 
ly engaged in the state cancer con- 
trol program. Among the important 
duties they perform are demon- 
strations to patients and families in 
the home care; following up cancer 
patients; giving actual nursing care, 
if needed; arranging to bring sus- 
pected cancer patients to the diag- 
nostic clinics, and serving as coun- 
selors on social-economic problems. 

Although the diagnostic clinics 
were designed to serve dentists as 
well as physicians, it was found 
that the interest of dentists in this 
service was negligible at the start. 
Through the Division of Public 
Health Dentistry, special efforts 
were made to acquaint dentists 
with the program. Educational ma- 
terial on the number, location and 
services of the state-aided diag- 
nostic clinics were sent to them and 
emphasized the value of patholog- 
ical services offered them. It is 
gratifying to note that interest 
on the part of the dental profession 
now is increasing. 

The value of the diagnostic clin- 
ics is continuously increasing. The 
benefits-to the citizens of Illinois 
cannot be measured only in facts 
such as more than 8,000 patients 
examined and 7,000 tissue exami- 
nations made. The clinics have 
stimulated medical as well as com- 
munity awareness to the problems 
of cancer. As more clinics are 
formed and more persons are effec- 
tively served, their value will 
mount. The cancer diagnostic clin- 
ics have been one of the most ac- 
tive and profitable projects spon- 
sored by Illinois’ Department of 
Public Health. 
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Minimum standard for 
cancer detection centers 


RECOMMENDED BY THE AMERICAN COLLEGE OF SURGEONS 


1. ORGANIZATION. A specific plan for the organization and 
conduct of the center shall be approved by the County Medical 
Society before the project is made effective and the Society shall 
appoint a medical advisory committee for guidance of the staff. 
The detection center shall be conducted in a hospital approved 
by the American College of Surgeons or in the outpatient de- 
partment of an approved medical school or under conditions 
permitting compliance with the other features of this standard. 
The medical staff shall adopt rules, regulations and policies 
governing the professional work of the center and shall review 
and analyze their clinical experience at regular intervals. In 
addition to the medical staff, which shall include representatives 
of the various branches of the medical profession, a secretary, 
nurse and medical social worker shall be available for the pur- 
poses of the center. 

2. EQUIPMENT. The equipment shall be adequate for a com- 
plete physical examination. 

3. Patients. All applicants within specified geographic limits 
shall be admitted except those who are already under treatment. 
Some detection centers may be restricted to males and others to 
females. 

4. Recorps. There shall be maintained adequate, complete rec- 
ords of examinees which shall include identification data, occu- 
pation, history, physical examinations with indicated laboratory 
examinations, summary, and disposition of such persons. 

5. DISPOSITION OF EXAMINEES. Persons who require further 
diagnostic procedures than are furnished by the center, or for 
whom treatment is indicated, shall be referred back to their 
physicians. If they have no physician, they shall be given a list 
of physicians, clinics, or hospitals from which choice may be 
made and to which the findings of the center shall be furnished. 
The detection center shall seek from the physician, clinic, or 
hospital a record of final diagnosis, treatment and follow-up. 
Examinees shall be encouraged to have periodic physical exam- 
inations as indicated. 

6. Fees. A contribution of a specified sum of money toward 
expenses of the center shall be required of examinees who are 


able to pay. 
Benefits of the detection center 


Detection of early cancer or precancerous lesions. 

Detection by comprehensive examination of early manifesta- 
tions of other diseases which frequently are more successfully 
treated in their early stages. 

Encouragement of the habit of regular physical examinations. 

Promotion of effective preventive medicine, which provides 
longer life and prolongs the period of economic productivity. 

Direction of people to the correct channel for information, 
diagnosis and treatment. 

Education of the public. 

Creation of valuable sources of statistical material for scien- 
tific analysis. 
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“ O ONE MAN SHOULD DECIDE the 

fate of a cancer patient.” 
Those were the words of the late 
surgeon Burton J. Lee when he 
emphasized that group judgment is 
the wisest course to follow when 
dealing with cancer patients. That 
philosophy has since been repeated 
by other authorities asserting the 
wisdom of relying on many skills 
and specialties in the management 
of cancer. 

The protean nature of the dis- 
ease, attacking as it may any part 
of the body, gives rise to varied 
and often bizarre symptoms. Diag- 
nostic procedures may be compli- 
cated and call for special tech- 
niques and skills. And the man- 
agement of cancer—whether it be 
by surgery, x-ray, radium or radio- 
active isotopes— frequently re- 
quires the cooperative endeavor of 
several professional skills. 

The modern general hospital is 
usually well equipped to provide 
the important group judgments 
vital to the proper diagnosis and 
treatment of patients afflicted with 
cancer. On the medical staff of the 
general hospital one finds the in- 
ternist, surgeon, radiologist, path- 
ologist, gynecologist, dermatolo- 
gist, otolaryngologist and other 
specialists—in short, all the essen- 
tial professional skills. Yet with 
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Hospitals—key point of 


community endeavor 


more than 4,500 general hospitals 
in the United States, less than 550 
have established cancer services or 
tumor clinics. In eight states the 
ratio of cancer clinics to the popu- 
lation is less than 1:200,000; in six 
states there are no facilities what- 
soever. 

The American College of Sur- 
geons estimates that the nation re- 
quires one cancer clinic for every 
100,000 population. Numerous au- 
thorities have repeatedly pointed 
out that with adequate diagnostic 
and treatment facilities cancer 
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What the administrator should do 


IN PREPARATION 


Consult with his medical staff 
about the need for and desirability 
of a community cancer clinic. 


i“ Determine the needs of an ade- 
quate cancer clinic in his hospital 
and prepare a cost report for the 
governing board. 


\ Engage the cooperation of other 
community hospitals and _ their 
medical staffs to create a clinic if 
his staff is too small. 


i“ Determine how much aid can 
be secured from (a) the state can- 
cer control division of his state de- 
partment of health and (b) from 
local committees of voluntary or- 
ganizations such as the American 
Cancer Society. 

w Arouse community interest in 
the proposed clinic and begin an 
educational cancer program. 


TO GET UNDERWAY 


yw Give administrative leave (with 
salary) to supervisory members of 
the nursing staff for cancer educa- 
tion. 


Hire a part time or fulltime 
medical secretary to maintain 
proper records of clinical cases, 
arrange appointments to the clinic 
and carry on a follow-up system 
for cases diagnosed at the clinic. 


Provide adequate rooms for 
conferences of the clinical staff, 
for doctor’s consultations with pa- 
tients and for cancer equipment. 


WM Select trained or experienced 
personnel including a full or part 
time social worker. 


i Keep current cancer literature 
and statistics where they will be 
available to the medical and nurs- 
ing staff members and patients. 





ARTHUR C. BACHMEYER, M.D. 


mortality might be reduced one- 
half, thereby saving nearly 90,000 
lives annually. 

Surely such a potential saving of 
lives is of vital concern to general 
hospitals with their inherent in- 
terest in community welfare. The 
alert hospital administrator is al- 
ways keenly aware of his hospital’s 
responsibility and role in maintain- 
ing the health and welfare of the 
community. The wards, clinics and 
private pavilions of general hos- 
pitals are concrete expressions of 
their will and ability to extend 
essential medical services to all 
economic strata within the com- 
munity. 

Many types of clinics: are con- 
ducted by the general hospital; 
many of them constitute a finan- 
cial loss to the hospital. But they 
continue to be operated because 
the authorities of the hospital 
recognize that it is the responsi- 
bility of the institution to provide 
the facilities for medical care for 
the entire community. 

Why then the apathy that seem- 
ingly prevents general hospitals 
from establishing special cancer 
services so vitally needed? Perhaps 
it is lack of understanding of what 
constitutes adequate services in this 
field as recommended by the Amer- 
ican College of Surgeons—diagnos- 
tic clinics and cancer clinics. 

There is much similarity between 
the diagnostic clinic and the can- 
cer clinic. But while the diagnostic 





Dr. Bachmeyer is director of the Univer- 
sity of Chicago Clinics. 
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Many hospitals — in spite of 
personnel limits — already are 
establishing cancer facilities 
and providing added community 
service. Group consultation and 
improved administrative meth- 
ods are the encouraging results. 

Ww 

According to the American 
College of Surgeons, the nation 
needs one cancer clinic for 
every 100,000 population if 
cancer mortality is to be re- 
duced one-half and 90,000 lives 
saved each year. 


clinic furnishes the diagnosis and 
recommends the treatment, the 
cancer clinic undertakes the entire 
task—treatment as well as diag- 
nosis. 

For either of these services, the 
hospital must provide personnel, 
equipment and physical space. The 
requirement will differ with the 
number of patients to be handled 
by the clinic, but a few simple 
cubicles for the physical examina- 
tion and additional rooms suitably 
equipped for special type examina- 
tions are the basic requirements. 
There should be a separate area 
where the social worker or medical 
secretary can interview the patient 
and another room where the phy- 
sician can take histories and con- 
duct general consultations with the 
patients before and after examina- 
tion. 


LABORATORIES 


Radiology and clinical laboratory 
services should be provided. A con- 
ference room should be made avail- 
able where the clinic staff can as- 
semble for frequent clinical con- 
ferences. Projection equipment, in 
this room, is desirable. 

Clinical conferences are an inte- 
gral part of any cancer program 
and are of great educational value 
to the attending, resident and in- 
tern staffs. A part time medical 
secretary and a social service work- 
er are essential elements in the 
operation of the clinic. 

The physicians and surgeons 


heeded to man the clinic should: 


be readily found on the medical 
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staff of the modern hospital. In fact, 
it is the availability of such spe- 
cialists—“the pool of specialized 
skills”—which constitutes the most 
important reason for establishing 
these clinics in the general hospital. 

The minimum staff of a diag- 
nostic clinic should be an internist, 
surgeon, radiologist and patholo- 
gist. Additions to this minimum 
staff are highly desirable, especial- 
ly representations from specialties 
such as urology, orthopedics, gyne- 
cology, dermatology and otolaryn- 
gology. These members, however, 
need not participate but may mere- 
ly be “on call.” While interns may 
be assigned to serve on a rotation 
basis in the clinic, the staff mem- 
ber appointments should be con- 
tinuing. 

The staff should select one of its 
members as the director of the 
clinic, in whom is invested all of 
the executive powers necessary for 
its successful operation. The choice 
is highly important as he must not 
only supervise the day-to-day ac- 
tivities of the clinic and be respon- 
sible for them, but he must see to 
it that the clinic activities are 
smoothly integrated into the other 
functions of the hospital. The direc- 
tor must be prepared to allay the 
hostility of some physicians who 
may wrongly regard the clinic as 
a competitor for their private pa- 
tients. 

He must be prepared to explain 
that the clinic will examine pa- 
tients only upon the written re- 
quest of the referring physician, 
or when accompanied by him, and 
that patients are then referred back 
to their own physicians with a 
diagnosis and recommendation for 
treatment. 

The only possible additions to 
the salaried staff of the hospital 
due to the establishment of a diag- 
nostic clinic might be a secretary 
and a social service worker. But it 
is likely that the hospital will find 
among the existing personnel such 
persons competent to handle the 
work which, in the smaller clinics, 
will most likely be on a part time 
basis. The secretary should be re- 
sponsible for maintaining the 
records of the clinic while the social 
service worker will be responsible 
for work with individual patients 
and for the important follow-up 
records. 


Careful follow-up records of all 
patients are absolutely essential 
in order to properly evaluate the 
results of treatment, and a clinic 
is self-defeating if it does not main- 
tain such information. Nursing 
services for the clinic should be 
readily available from the nursing 
staff of the hospital. 


EXPENSE 


In establishing a diagnostic or a 
cancer clinic certain expenses may 
arise, especially for the purchase 
of apparatus and special equip- 
ment. But this expenditure need 
not be a deterrent in the plans of 
any hospital administrator in set- 
ting up such a service. Financial 
assistance to newly organized clin- 
ics may be obtained from many 
sources—federal, state and local. 
The cancer control program of the 
National Cancer Institute is making 
funds available to state cancer con- 
trol agencies. Through these state 
agencies general hospitals can ob- 
tain a great deal of assistance in 
the way of finances, personnel and 
services for the operation of these 
clinics.. Also from local groups of 
such agencies as the American Can- 
cer Society, much help can be se- 
cured. 

Several years ago certain mem- 
bers on the medical staff of the 
Lutheran Hospital in Cleveland, 
Ohio, proposed the idea of a tumor 
clinic to the hospital’s administra- 
tor, Lee S. Lanpher. The doctors 
felt that as a community service 
the hospital should establish a clin- 
ic which would offer the services of 
the entire group to any patient in 
the community referred by a phy- 
sician. 

The administrator, acting on the 
idea, took it to the chief of staff, 
who appointed a tumor clinic com- 
mittee consisting of a representa- 
tive of each major service of the 
staff. The committee included rep- 
resentatives from surgery, med- 
icine, urology, ophthamology, or- 
thopedics, otolaryngology, derma- 
tology, radiology and pathology. 
Application was made to a local 
group for funds to purchase some 
essential equipment and to pay for 
the services of a part time medical 
secretary. 

Thus a diagnostic clinic, which 
this hospital preferred to call a 
tumor clinic, was formed. The staff 
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meets once a week and any physi- 
cians, even those not affiliated, are 
privileged to attend. Interest in the 
study of cancer is encouraged and 
actively promoted through such 
group consultation. In the three 
years of its operation the average 
attendance at these conferences 
has been 40 physicians. The refer- 
ring physician may either present 
the patient, or a detailed report 
of the case without the patient. If 


Microscopic projection (below) of a cancer 
tissue section is studied by the Georgetown 
University tumor board in Washington, D. C. 
Below left: Dr. John Troy presents a case 
to the tumor board. Dr. Murray Copeland, 
left, is professor of oncology; Dr. Robert 
Coffey is professor of surgery and Dr. Earl 
Barnes is the director of the tumor clinic. 
Below right: Dr. James Shea discusses an 
x-ray photograph before the tumor board. 


the patient is present, he is ex- 
amined by such of the specialists as 
may be required, and then the 
group through its chairman sum- 


' marizes the opinion of the com- 


mittee. A written report is sent to 
the referring physician. Careful 
follow-up records of every patient 
are kept. In the three years of its 
operation the clinic has examined 
356 new patients, held 126 meet- 
ings, and has been one of the most 
popular activities of the hospital. 
Certain hospitals, particularly 
those which do not have all the 
specialties represented on their 
staff, may establish adequate can- 
cer services within the limits of 
their personnel. This may be a can- 
cer clinic the staff of which would 
comprise an internist, surgeon, 
gynecologist, radiologist and pa- 
thologist. To such a clinic would 
come patients who apply on their 
own initiative, as well as those re- 
ferred by their physicians. The lat- 
ter patients would always be re- 
turned to their own physician for 
therapy after the diagnosis has 

been sent to him. 
THERAPY 


The referring physician can then 
decide whether to treat the patient 
himself, refer his patient to another 
physician, or to request the clinic 
to carry on with therapy. Those 
patients who apply to the clinic on 
their own initiative may be refer- 
red after diagnosis to their family 
physician if they have one, or may 
be treated in the hospital in which 
the clinic is conducted. In certain 


instances, such patients may even 
be referred for treatment to another 
hospital in the community if cir- 
cumstances make it necessary. 

The initiative for establishing 
such clinics must primarily come 
from cooperative action by the hos- 
pital administrator and the medical 
staff, although occasionally the de- 
mand may arise from the physi- 
cians themselves. The educational 
value of the clinic to the public as 
well as to the profession should 
not be overlooked. 


BENEFITS 


The establishment of a clinic 
should be considered an event of 
much importance to the communi- 
ty, and the hospital can realize tre- 
mendous public good will from this 
endeavor. Although the hospital 
may not require financial contribu- 
tions from the community in order 
to establish the clinic, an active 
campaign to enlist community in- 
terest in this new addition to its 
hospital should be undertaken. 

At a later date the work of the 
clinic itself will serve to further 
educate the community and prove 
its value. The stress should be to 
induce laymen to take intelligent 
interest in cancer and free them 
from the prejudice and supersti-— 
tious fear of the disease. 

As one of the leaders in the com- 
munity, it is an obligation of the 
general hospital to assume the re- 
sponsibility of minimizing the can- 
cer problem by providing much- 
needed cancer services. 
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THE NEW YORK Visiting Nurse Service works with the department of home care of the Montefiore Hospital, New York City, to provide 
care for cancer patients in the home. Among other duties, nurses help patients in learning to walk and in preparing their dressings. 


Home care for advanced cancer patients 


HE CARE OF THE PATIENT with an 
oe ianantt type of cancer is not 
radically different from the care of 
other patients with prolonged ill- 
nesses. There are, however, certain 
technical aspects of such care, as 
well as the question of prognosis, 
which place the management of 
this cancer patient in a somewhat 
modified category. 

The medical and surgical treat- 
ment of cancer patients is so well 
documented that it need not be dis- 
cussed at this time. There is, of 
course, always the question of in- 
dividual judgment as to operabili- 
ty, whether palliative surgery is 
indicated as opposed to radical sur- 
gery, whether to provide x-ray 
treatment before or after surgery, 
or in lieu of surgery or not at all. 
These are problems which arise 
from the fact that therapeutic 
measures, except those for the early 
forms of the disease, have not met 
with much success. 

The toll is still very heavy and a 
great deal of attention must be di- 
rected to the care of patients with 
advanced cancer, i.e. those who 
have metastases of the disease. The 
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oe Cherkasky is home care executive at 
ontefiore Hospital, New York City. 
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duration of this stage of cancer 
may be a matter of weeks, months 
and even years. Home care can 
easily be outlined as one of the best 
ways of providing service for pa- 
tients suffering from this advanced 
form of the disease. 

Every patient with cancer should 
have the benefit of the best facili- 
ties available in our hospitals, both 
for diagnosis and for treatment. We 
have seen patients at Montefiore 
Hospital, sent to us with a final 
diagnosis of advanced cancer, which 
in some instances we have proved 
to be incorrect. In other instances 
we have been able to perform cura- 
tive surgery. 

Before we consider proper care 
for the patient with cancer we must 
therefore prove the diagnosis be- 
yond the shadow of a doubt. The 
best available clinicians must cer- 
tify that every avenue of cure has 
been explored and exploited. Once 
we have arrived at a positive diag- 


nosis of an inoperable cancer in a 
patient, where we know that the 
disease cannot be controlled, the 
problem of care must be considered 
with an eye toward comfort if not 
cure. 

Some patients are so sick and re- 
quire so much medical and nursing 
care that they belong, regardless 
of length of stay, in a hospital bed. 
It is our conclusion at Montefiore 
Hospital, after long experience, 
that the length of stay of a patient 
in a hospital bed should not be de- 
termined arbitrarily or by clinical 
interest. It should depend solely on 
the need of the patient for such 
facilities. 

There are certain aspects of pro- 
longed illnesses that are of the ut- 
most importance in determining 
what is intelligent care of the ad- 
vanced cancer patient. Prolonged 
illness of any kind carries with it 
dislocation of normal family ties, 
of adjustment in society and of 
family economics. In other words, 
all diseases, and particularly pro- 
longed diseases, have concomitant 
social factors which are of the ut- 
most importance in determining 
the well being of the patient. It is 
for this reason that home care has 
proved to be a successful method of 


59 





RATT ARE § Lett w 


SCATTAFE PARA OF BE 


care for properly selected patients. 

Before home care is offered, a 
decision must be made as to the 
practicability of providing adequate 
medical care for the patient in his 
home. In our experience, this has 
not been a very difficult problem 
since almost all medical care can 
be given in the home except that 
which requires fixed facilities such 
as an operating room or an x-ray 
machine. 

More important in deciding the 
suitability of a patient for home 
care is the question of social eligi- 
bility. This is answered by a thor- 
ough social service study of the 
patient, his family and his home, to 
determine whether there is, within 
the family unit, sufficient love and 
understanding to insure that the 
return home will be in his best in- 
terests. 

When it has been decided that a 
patient is medically and socially 
eligible, the patient goes on home 
care and receives the following 
services: 

1. Medical service, around the 
clock, seven days a week. Many 
medical procedures such as ab- 
dominal taps and blood trans- 
fusions can readily be done in the 
home. 

2. Social service: The social 
worker who cared for the patient 
on the ward follows him into the 
home to help him and his family 
with any problems that may arise, 
and interprets the program to the 
family. 

3. Nursing: Nurses of the Visit- 
ing Nurse Service of New York, by 


contracts with us, visit each pa- 
tient. They provide nursing and 
they teach. The teaching is, in some 
respects, the most important part 
of their job. They often teach a 
member of the family to become an 
expert nurse in the care of a par- 
ticular patient. 

4. Housekeeping service: We 
provide housekeeping service five 
to 10 hours per week. We find that 
this is very helpful since many of 
the patients who would otherwise 
have to remain in the hospital can 
well be taken care of at home if 
there is someone to help with the 
heavy housework. 

5. Transportation: Transporta- 
tion to and from the hospital is 
provided, and there is a free inter- 
change of patients between the 
hospital and the home. 

6. Medication: We supply the 
patient with all medications, hos- 
pital beds, wheelchairs, special 
mattresses, braces—anything that 
contributes to the welfare of the 
patient and which can be trans- 
ported. 

7. Occupational therapy: We 
have a fulltime occupational ther- 
apist who visits the patient in his 
home. This serves several purposes. 
First, it is a morale builder and 
certain corrective procedures can 
be taught to the patient. Second, 
for some patients it may alleviate 
in a small way the ever-present 
financial difficulties. 

8. Physical therapy: Our phys- 
ical therapist also enters the home 
to treat the patient. 

In the first 20 months of our pro- 


gram we have provided something 
over 23,000 days of patient care. 
The average cost per patient cay 
was less than $3. It is, however, ot 
of importance to have a product 
which is only cheaper. It must be 
as good or better. 

In the care of the advanced can- 
cer patient the special qualities of 
the traditional general practitioner 
are frequently more important in 
bringing comfort and solace to the 
patient and his family than are all 
the accomplishments of modern 
scientific medicine. In home care 
we utilize all the techniques and 
machinery of modern medicine and 
also try to bring to the patient the 
understanding and the humanity 
which has characterized medicine 
through the ages. 

Where the patient can be re- 
turned to the bosom of his family 
and there provided not only with 
the drugs and equipment which 
his illness requires, but also with 
normal and pleasant surroundings 
to which he is accustomed, with 
the affection of his loved ones and 
with the understanding which the 
doctor, the social worker and the 
nurse can bring to him, more can 
be accomplished for the patient 
than in any institutional facility, 
regardless of cost. 

Carefully selected patients pro- 
vided with a high level of medical 
care, rotating from the hospital on 
an extramural basis, with recogni- 
tion of the vital social factors in 
the treatment of disease, should 
make home care a highly prized 
method. 
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S A MEMBER OF THE professional 
team responsible for the care 
of the cancer patient, the nurse can 
fulfill her obligation only in direct 
proportion to her ability to cope 
with the special nursing problems 
involved. Advances in surgery and 
treatment call for an up-to-the- 
minute knowledge on the part of 
the nurse to assure the patient the 
maximum chance for recovery. In 
addition to providing expert bed- 
side care, the nurse must under- 
stand the deep emotional problems 
of the patient, secure his coopera- 
tion in treatment, interpret prop- 
erly medical and nursing proce- 
dures and guide the patient to his 
maximum independence and re- 
habilitation. 

The opportunity, however, for 
the nurse to attain these objectives 
cannot come from herself alone. 
Ideally, it should come through the 
cooperation of the hospital admin- 
istrator and the director of nursing 
service, who can make available 
the means for the nurse to accom- 
plish these ends. As part of their 
constant seeking to improve the 
quality of patient care, the hospital 
administrator and the director of 
nursing service are in a strategic 
position to make this possible by 
providing time and opportunities 
for the nurse for cancer training. 

Much of the nurse’s information 
about cancer should. be secured 
through a well-integrated curricu- 
lum in her school of nursing. Such 
a curriculum requires special em- 
phasis on cancer for the teaching 
and supervisory personnel such as 
head nurses, supervisors, clinical 
instructors and medical and sur- 
gical nursing supervisors. But it 
was not until 1946 that one univer- 
sity established such a program in 
its school of nursing to train cancer 
nursing instructors. Even today, 
relatively few institutions have 
Staffs adequately prepared to dis- 
cuss the complete functions of a 
nurse in a cancer control program. 

Two years ago, the Nursing Sec- 
tion of the Cancer Control Branch 
of the National Cancer Institute 
began a program to meet this need 
and to implement the over-all pro- 
ject of cancer control. Five primary 

Mis: Peterson is chief of the Cancer 
Nursing Section of the National Cancer 


Institi:te. Miss Walker is a hospital nursing 
Consu'tant there. 
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objectives were set forth: (1) To 
extend knowledge of cancer to all 
nurses, (2) to stimulate better case 
finding methods, (3) to reduce the 
delay between onset of symptoms 
and reporting for treatment, (4) to 
help states develop an adequate 
follow-up system on cancer pa- 
tients, (5) to improve nursing care 
to cancer patients. 

The ideal way to extend knowl- 
edge of cancer to all nurses would 
be to permit them to attend 
one or two semesters at a univer- 
sity where such training could be 
made available. But the _ ideal 
method is not always the practical 
one. Few hospitals or public health 
agencies can spare personnel for 
such a length of time, desirable 
though it may be. Instead, a short 
program was arranged. This con- 
sisted of an intensive three weeks’ 
course in cancer nursing at various 
universities with college credit. 


Planned for the teaching staffs, 
these courses are restricted to clin- 
ical instructors, university teachers 
and public health nursing super- 
visors and consultants. To make 
the training more widely available, 
summer school courses and one 
and two-day institutes were added. 

For those nursing instructors 
who can afford more time, one and 
two-semester courses in cancer 
training, leading to a baccalaureate 
or master’s degree, were estab- 
lished in cooperation with univer- 
sities participating in the plan. 
Benefits from this arrangement, 
however, will not be realized un- 
til hospital administrators allow 
administrative leave (with salary) 
to designated members of their 
nursing staffs. 

The hospital administrator can 
also improve the quality of patient 
care by allowing sufficient time and 
funds for some of the clinical in- 
structors or supervisors to observe 
procedures either in a cancer hos- 
pital or clinic. 

Inservice staff education is an 
integral part of every hospital pro- 
gram. When, in addition to medical 
and nursing lectures, demonstra- 
tions are included of the special 
procedures essential to the nursing 
eare of the cancer patient, there 
will result renewed interest and 
improvement in general nursing 
procedures. With limited hospital 
staffs, developing such a program 
can be difficult unless the hospital 
administrator has complete coop- 
eration from the medical staff. 

For a really effective cancer con- 
trol program, the nurse must con- 
tribute more than expert bedside 
nursing care. She must be on the 
alert to recognize precancerous and 
early cancer signs. Case finding, 
often regarded as a function of the 
public health nurse, is also a re- 
sponsibility of the hospital nurse. 
With an up-to-date scientific 
knowledge of the disease, she can 
be invaluable in encouraging pa- 
tients to seek promptly diagnostic 
and proper treatment facilities. 

The nurse’s responsibility in can- 
cer, large though it is, cannot be 
fully met without the active co- 
operation of the hospital adminis- 
trator. With his active interest and 
support, standards of nursing care 
both in the hospital and in the 
home, can be raised immeasurably. 
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Proper vehicle 


SENATE BILL 1456 promises to keep the road open 
for voluntary hospitals, but at the same time it 
confronts all persons who believe in the voluntary 
system with some problems that will test their 
faith. 

This measure, the Voluntary Health Insurance 
Bill, was filed late in March by Senator Lister Hill 
and four of his colleagues. It is interpreted in an 
article starting on page 37 of this issue. The bill 
itself is reproduced starting on page 101. 

The American Hospital Association has a con- 
siderable interest in Senate Bill 1456. The Associ- 
ation set out in 1942 to find a way to extend hospi- 
tal care into neglected areas without destroying 
hospitals in the process. A program was announced 
in 1943, and this was incorporated in an official 
statement of policy in 1944. 

When the Hill-Burton Act was drawn up, it 
reflected the Association’s philosophy so accurately 
that it amounted to a first step in carrying out the 
Association’s 1943 program, which was to provide 
new facilities. 

Last December the Board of Trustees urged fur- 
ther legislation, which would help to finance hospi- 
tal care for those unable to pay for it themselves. 
Now S.1456 emerges, and it amounts to a vehicle 
that would carry out the unfinished part of the 
Association’s 1943 program. 

Of course this is not a simple coincidence. Twice 
within five years, members of the Senate have been 
moved to offer legislation that would make both 
medical and hospital care available to more people. 
They, too, were bent on doing this without having 
to smother the agencies and professions of volun- 
tary effort under a blanket of bureaucracy. 

Twice they have gone in search of guidance. 
While they are still looking for constructive sug- 
gestions on medical care outside the hospital, on 
both occasions they have found what they were 
looking for otherwise in the Association’s 1943 
program. 

What they did not find is perhaps as significant 
as what they did find. They did not find either a 
proposal that nothing whatever be done about an 
urgent and reasonable public demand, or a for- 
mula aimed at promoting hospital welfare without 
regard for the patient. They did find that the 
public demand had been recognized as reasonable, 
and that some mature thought had been given 
to the technical problems of extending (a) hospi- 
tal care and (b) medical care within the hospital. 

Now with the hospitals’ own constructive pro- 
gram so embodied in a piece of proposed legisla- 
tion, it is not too soon for hospital administrators 
and trustees to think of what can happen from 
here on. 

If the Voluntary Health Insurance Bill is not 
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enacted, a compulsory health insurance bill might 
well be. If the Voluntary Health Insurance Bill is 
enacted, hospitals will find that some major adjust- 
ments are in order. 

No greater mistake could be made than to imag- 
ine that this or any other legislation will assure 
hospitals of a future without problems. Changes 
are inevitable. They will call for a surrender of 
some old prerogatives and a shuffling of local rela- 
tionships. Such changes often will be uncomfort- 
able, and it is this that portends a great test of 
faith in the voluntary system. 

While the specific problems of readjustment will 
be discussed here from time to time, administrators 
and trustees will be wise to study the bill as it 
stands, to project it in terms of their own opera- 
tions and to appraise the probable consequences. 
They can easily err if they cater to a natural dis- 
like of change or if they imagine they can choose 
between something resembling S.1456 and no 
change whatever. They need not err if they are 
prepared to adopt the more desirable of two alter- 
natives and then bend their voluntary efforts to- 
ward making it work. 
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A case of bad manners 


SEVERAL HOSPITAL ADMINISTRATORS and trustees 
in the Middle West recently were exposed to an 
incredible display of insolence by a company that 
specializes in collections. 

A few weeks ago this company composed a series 
of high pressure sales letters and sent them simul- 
taneously to administrators and trustees. The let- 
ters implied that nonprofit hospitals should be 
ashamed of themselves for not maintaining a 
collection rate equal to that of the most efficiently 
operated business. They said that any hospital cur- 
rently collecting less than 97 per cent of accounts 
receivable is suffering from weak management. 

One of these letters referred to “a source for 
additional funds, untapped because of the limited 
capabilities of your own credit department person- 
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nel.” In case anyone was so thick-witted as to miss 
the point, a followup letter spelled it out. It said: 
“Keep the aching stubby fingers of uninformed 
intelligence off your accounts receivable.” 

Since these authors boast of extended work in 
the field, they must know that an ethical relation- 
ship exists between administrator and trustee. 
They should have learned that this relationship is 
respected by anyone with a wholesome interest in 
hospitals—for the simple reason that when it 
breaks down, good administration becomes im- 
possible. 

By the same token any experienced board chair- 
man must know that a trying financial situation 
is not solved by putting it out of sight. 

In these days a hospital might well need some 
consultation on the handling of its accounts re- 
ceivable, and such help is not hard to find among 
persons who understand the difference between 
hospitals and department stores. A board chairman 
who is anxious to keep the administrative ma- 
chinery in good condition will bring about such 
consultation by working through the administra- 
tor. He certainly will not wish to turn this im- 
portant bit of patient relations over to eager out- 
siders who are experts at writing these abusive 
letters. 

The hospital field up to now has been largely 
free of ill-mannered promoters, and it would be 
unfortunate if they were to find encouragement 
now. There is no law against bad manners, of 
course, but hospitals are not without a measure of 
protection. 

It would be a very wholesome thing if several 
of the administrators and trustees recently singled 
out for gratuitous insults were to reply with their 
frank opinions of such behavior. 
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Some work to be done 


FoR A LONG TIME IT HAS BEEN recognized that ade- 
quate tests are needed to determine in advance 
whether an interested person is well fitted for hos- 
pital administration. Such tests are not available 
today chiefly because developing them is expens- 
ive, but this obstacle may at last be overcome. 

The American College of Hospital Administra- 
tors is now collecting $425,000 for its proposed five- 
year educational program, and $60,000 of this is 
earmarked for the development of selection test 
procedures. These criteria obviously would be of 
great value to administrators, to vocational coun- 
Sellors, to directors of courses in hospital adminis- 
tration, to students. They would appear to be 
essential to any well-rounded program of educa- 
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tion. They would certainly contribute substan- 
tially to the general welfare. 

This project is typical of important work that 
can be done only if the college succeeds in its fund- 
raising campaign. In terms of public welfare divi- 
dends, the $60,000 cost would be recovered many 
times over within a few years. 
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Hospitals and cancer control 


A SPECIAL SECTION IN THIS ISSUE of the journal 
is devoted to cancer control. It is significant not 
only because millions of Americans are threatened 
with death by cancer but because essentially it is 
a symposium on what can be done now by the 
voluntary hospital, the administrator, the nurse 
and all those interested in better care for the can- 
cer patient. 

Organization of cancer clinics within general 
hospitals is the most rapid solution to the problem 
of alarmingly inadequate facilities for cancer care. 
Yet so far there are only 530 such clinics in gen- 
eral hospitals in the United States and Canada 
which have been approved by the American Col- 
lege of Surgeons. Six states have no special facil- 
ities for cancer care whatever and 15 have an 
average of one cancer care unit for every 500,000 
population. 

A depression, several unprogressive years of war 
and lack of knowledge have contributed to the 
inertia. But today—as knowledge of cancer therapy 
increases and as cancer research receives wider 
support—expansion of cancer clinics in hospitals 
is at last a trend. Likewise the consciousness that 
the entire hospital staff shares in the responsibility 
for cancer education and control is spreading. 

With the establishment of the cancer clinic come 
new benefits as well as new administrative prob- 
lems. Clinics produce concentration of interest in 
the study of cancer. They extend educational op- 
portunity to individual members of the hospital 
staff, to medical students and to visiting phy- 
sicians. They bring to early use the discoveries 
of research and encourage group consultation. 

Finally, cancer clinics within general hospitals 
simplify financial support of cancer care and focus 
community interest where it is most needed. 

Each of these advantages complicates the life of 
the administrator and adds to his responsibilities. 
Each adds to the problems of many over-burdened 
community hospitals. Thus, the cancer section in 
this issue is planned to ventilate some of the spe- 
cific problems of cancer control and to stimulate 
interest in added responsibility for the community 
hospital. 
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opinion which have arisen 
about nursing and preparation for 
nursing are due to different ideas 
of what a “nurse” is. Unfortunately 
the term “nurse” has been applied 
to people doing many divergent 
types of work. 

The person with no training who 
cares for children in families of 
high economic status is a nurse. The 
Ph.D. who is dean of a school of 
nursing is also a nurse. Likewise, 
when one group in a community 
maintains that nurses need more 
education than they now have and 
another is equally vehement that 
they do not need as much, they 
often are talking about two dif- 
ferent kinds of nurses with dif- 
ferent functions—not as far apart 
as the children’s nurse and the 
dean—but equally distinct. . 

The argument waxes hot and 
furious because neither has. taken 
the trouble to define the nurse to 
whom he or she refers, or perhaps 
the mental picture of his nurse is 
so fixed that he cannot substitute 
the concept of the nurse which is in 
the mind of his partner in conver- 
sation. 

Dr. Esther Lucile Brown in her 
report, “Nursing for the Future,” 
defines the various categories of 
persons who nurse, administer the 
nursing service or teach persons 
who nurse. Hers is probably the 
first clear definition we have had 
with an outline of the responsibil- 
ities of each. My own interpreta- 
tion, not verified by her, divides 
nurses into two categories: Gradu- 
ate registered nurses and practical 
nurses. 

In the former group, some are 
graduates of degree programs. In 
the latter there are at present both 
trained and untrained, experienced 
and slightly experienced women. A 
third type of personnel—trained 
on the job for the job—also con- 
tributes to patient care. 

Confusion arises between con- 
versationalists when one of them 
refers to the status quo and the 
other to what arrangement he or 
she believes will do the best job 
in the future. At some future date 
we may classify nurses as profes- 
sional (graduates of truly profes- 


Ms. OF THE differences of 





Miss Petry is chief of the Public Health 
Service’s Division of Nursing. 


64 


Evolution 
of nurse 
types 


LUCILE PETRY 


sional schools in universities), 
graduate registered, and trained 
practical (or nursing technicians 
as some of us would like to call 
them). 

We also probably shall need 
workers trained on the job for the 
job to supplement the services 
given by nursing personnel. 

In analyzing and _ discussing 
Dr. Brown’s recommendations, we 
must be certain that we are dis- 


‘cussing the recommendations in 


relation to the definitions she pro- 
poses and to the future structure of 
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Association program 


Miss Petry’s objective stand 
on nursing duties was ex- 
plained in an article by her 
in HosPITALs for August 1947. 
Now, as then, she gives pri- 
ority to the training of prac- 
tical nurses for routine bed- 
side care and also advocates 
inservice programs for aux- 
iliary. nursing workers. 

Essentially this agrees with 
programs encouraged by the 
American Hospital Associa- 
tion. The Association, how- 
ever, recommends a program 
now for the training of auxil- 
iary workers whose services 
are in need because of the 
current high patient loads in 
hospitals and increased ad- 
ministrative costs. 

A review of Association 
recommendations for training 
auxiliary workers appeared in 
HosPITALs for March 1949 on 
page 35.—THE EDITORS. 




















nursing she proposes, not to the 
status quo. When she says all prv- 
fessional nursing education shou'd 
be in universities, she is not saying 
300,000 nurses (our approximate 
present number of active register:d 
nurses) should be college gradu- 
ates. 

She advocates degree prograins 
for the professional nurse of the 
future—including the educators, 
administrators and clinical spe- 
cialists. When she speaks of the 
practical nurse, she is thinking in 
terms of an assistant nurse—per- 
haps a graduate of.a vocational or 
general high school prepared in a 
well-organized one-year course, 
not of the woman who has little 
training but likes to nurse her sick 
neighbors, and after a while is 
known as a practical nurse. 

We now have a few practical 
nurses of the kind Dr. Brown de- 
scribes, but very few, and often 
people who argue about the com- 
petence of practical nurses have 
only slight or no acquaintance with 
trained practical nurses or the 
highly experienced woman. 

The graduate registered nurse 
Dr. Brown describes corresponds to 
the graduate of the hospital school 
of nursing. Dr. Brown rightly raises 


_the question as to whether a pro- 


gram somewhat less than three 
years long would not give her as 
good or better preparation than 
she now receives. For many years 
to come and perhaps indefinitely 
this graduate group supplemented 
by nursing technicians will con- 
tinue to provide the major portion 
of nursing service. 

Dr. Brown’s report leaves open 
for testing the conclusion of what 
proportion of care will be given by 
each group. Time will tell. Progress 
should improve nursing services 
and, being gradual, probably will 
not disrupt services. 

If before embarking upon argu- 
ments we take the trouble to clear 
up these confusions—(a) in type of 
nurse under discussion, and (b) 
whether the present or the future 
is under consideration —we will 
find much larger areas of under- 
standing and agreement. Friendly 
groups working together with 
common purposes can evolve a sys- 
tem of education for all types of 
nurses who as a team can give effi- 
cient and understanding service. 
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Revitalization— planned public relations 


HE IDEA OF A planned public re- 

lations program was not new or 
startling to most members of our 
board of directors. They were as- 
sociated with business or industrial 
enterprises which years ago had 
learned the value of “family” mo- 
rale, of informing the public about 
what turns the wheels of industry 
and various other aspects of a pro- 
gram aimed at establishing a satis- 
factory relationship between the 
public and their business. 

It was natural therefore, that 
some of these men began to think 
in terms of such a planned educa- 
tional program for the hospital. A 
little discussion soon aroused gen- 
eral interest. Here was one of the 
community’s largest industries pro- 
ducing a highly personalized serv- 
ice which annually affected, di- 
rectly or indirectly, nearly 50 per 
cent of the community’s population. 
Their community hospital was a 
public utility in the strictest sense. 
Thousands of individuals from our 
community were stockholders in 
the enterprise by virtue of their 
contributions of time and money 
throughout the half century of the 
hospital’s existence. It was evident 
that many of them had questions to 
ask about the hospital. 

We decided then that we had a 
responsibility to the community to 
honestly inform citizens about what 
transpired within the walls of their 
“General.’’ Little persuasion was 
needed to convince the men who 
ultimately are responsible to the 
community for management of the 
Lancaster General Hospital that 
the inauguration of a well-planned 
public relations program for the 
hospital was most desirable. 

All activities were to be centered 
in a field secretary’s office. By the 
time the office opened for business 
in February 1947, there had been 
considerable exchange of opinions 
among board members, checking 
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Liaison between hospital and 
community is essential to an 
effective public relations 
plan. Citizens should be able 
to question activities freely 
and to make suggestions for 
improving hospital service 
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and rechecking of ideas by a spe- 
cial committee and one or two false 
starts. 

As a result of this preliminary 
work, several specific ideas as to 
the duties of the field secretary had 
emerged. First, the secretary was 
given responsibility for formulating 
a definite policy and plan of public 
relations. Sound planning is funda- 
mental to the success of any pro- 
gram. 

Another major field of work for 
the field secretary was the auxilia- 
ries of the hospital—revitalizing 
the still-existent ones, forming new 
ones, finding work for them to do 
and coordinating their activities. 

The third area was that of public 
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Four objectives 


Lancaster General Hospi- 
tal’s public relations program 
is planned to meet these four 
simple objectives: 

1. To create intelligent 
opinions about the hospital 
among the citizens of this 
community. 

2. To establish a two-way 
relationship between the com- 
munity and the hospital. 

3. To establish an all-en- 
compassing corps of support- 
ers “sold’’ on the hospital. 

4. To pave the way for ex- 
panded hospital service until 
we are Satisfactorily meeting 
community needs. 








education. This included newspa- 
per and radio work, informational 
mailings to friends of the hospital 
and hospital family, employee ori- 
entation, patient education and 
numerous other details which de- 
veloped as our thinking progressed. 
These ideas provided the starting 
point for the hospital’s public re- 
lations program. 

We did not get to work on the 
development of an actual program 
for several months. The annual 
public campaign for maintenance, 
charity and debt reduction funds 
took all of our time and effort 
shortly after the opening of the 
field secretary’s office. With this 
campaign successfully completed, 
we went to work in earnest on the 
task of formulating our public re- 
lations program. 

The president of the board, the 
chairman of the public relations 
committee and the field secretary 
spent many long hours in discus- 
sion. After numerous informal ses- 
sions and luncheon meetings we 
presented to the executive commit- 
tee of the board what we felt to be 
a practical program of public rela- 
tions, listing specific projects and 
ways and means of implementing 
them. 

These discussions followed a 
guide prepared by the field secre- 
tary titled, ‘A Philosophy to Guide 
the Establishment of a Public Re- 
lations Program in the General 
Hospital.” It reads in part: 

“We are a community hospital. 
As such the destiny of our hospital 
is to be determined by the needs 
of our community. Such needs are 
established by the expression of 
opinions by the individual citizens 
of the community. So that these 
opinions be well grounded and ac- 
curate, it is a community hospital’s 
duty to maintain a close liaison 
with the populace at all times. This 
entails a free and frank sharing of 
information and problems with the 
people by the hospital. 
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“Today’s hospitals stand as our 
nation’s fifth largest industry. Like 
other leading industries, our hos- 
pitals were established upon the 
ideals and magnanimous financial 
contributions of a few people. But 
even as those industries are now 
recruiting their capital from thou- 
sands of small investors, so are the 
hospitals becoming dependent upon 
every citizen in the community for 
support. Stockholders expect divi- 
dends. They also expect an ac- 
counting of the firm’s activities. .. . 

“Since every citizen is reached 
by the service of his community 
hospital at least once every eight 
years; and in view of the fact that 
the ‘inner circle’ of the hospital 
provides a direct ‘grapevine’ to ap- 
proximately 50 per cent of the 
community’s population, it would 
appear imperative that a hospital’s 
story must first be adequately and 
correctly told within its own walls.” 


CONSIDERATIONS 


The guide also considered such 
questions as: 

What are the present health 
needs of this community as en- 
visioned by its citizens? The most 
obvious and imperative answer is 
more hospital beds. Tremendously 
expanded clinical work also is 
needed to provide skilled care at 
minimum cost. A third need is ad- 
equate mental health care apart 
from custodial care for violently 
disturbed patients. A fourth is a 
contagious disease center. At pres- 
ent there is no place for adequate 
care and convalescence of such 
cases. 

How are these needs related to 
a public relations program? The 
increasing frequency with which 
these issues enter the public forum 
indicates in some measure the 
increasing importance they are 
assuming in the thinking of the 
individual citizen. According to re- 
cent national surveys, the general 
public is very interested in its hos- 
pitals. This awareness, however, is 
dulled by the difficulty the public 
has encountered in securing infor- 
mation about and from its hospitals. 
The hospitals’ informational service 
to the public is rated as “poor” by 
75 per cent of that public. 

Finally, our guide tried to an- 
swer the most common questions: 

What services does the hospital 
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offer? How is it managed and fi- 
nanced? What are the rates and 
what credit arrangements are 
available? How many people are 
on the payrolls and what do they 
total? What are the hospital’s fa- 
cilities and maintenance problems? 


Who comprises the hospital staff? | 


What kind of personnel policies 
does the hospital have? What are 
the job opportunities? Do patients 
get kind and friendly care? Is the 
hospital planning expansion of 
services, and in what direction? 
How about state and federal aid? 

To answer such questions intel- 
ligently we laid down definite ob- 
jectives (see “four objectives’’). 

We believed our objectives were 
specific enough to begin work on 
the tools with which to implement 
them. We also believed that our job 
had to begin within the hospital— 
with our fellow employees, the 
staff, auxiliary members and the 
board of directors. Every member 
of the hospital family needed to 
understand the program and his 
share of responsibility. Conse- 
quently our work the first year’ was 
devoted largely to family educa- 
tion. 

We prepared a lengthy and de- 
tailed outline of possible techniques 
and media which could be em- 
ployed in our public relations pro- 
gram. This stage in the planriing 
process represented our broadest 
interpretation of public relations. 
The job was divided into four 
phases: Employee _ felationships, 
volunteer groups, medical staff and 
patients. From this we proceeded to 
the selection of specific projects, 
cataloguing them as those which 
we hoped to undertake within the 
year, and those which were slated 
for the more distant future. 

Number one on our list were the 
employees. We began two things 
almost immediately. One was the 
publication of a news-sheet and the 
other was a monthly orientation 
program for new employees. The 
news-sheet the Pulse, began on a 
monthly schedule but soon changed 
to bi-weekly. From the beginning 
we have attempted to keep it in- 
formal and as diversified as our 
hospital family. We always have 
included several educational and 
entertainment features. The eager 
anticipation with which the hospi- 
tal family greets each issue of the 


news-sheet makes us feel that the 
venture is successful. 

Employee orientation periods 
also proved successful. In addition 
to being conducted on a detailed 
tour of the hospital, which never 
has failed to stimulate questions 
and arouse interest, new employees 
see the film “You’re the Doctor.” 
By the many comments, we know 
that it stimulates their thinking in 
terms of the whole hospital. 

The third item on our orientation 
program is a discussion period con- 
ducted by an administration repre- 
sentative who considers in some 
detail the major provisions of our 
personnel policy and answers ques- 
tions raised by the employees. 

We also began work on a person- 
nel brochure. But as we suspected, 
there was no personnel policy to 
record. A rather exhaustive inves- 
tigation revealed a complete lack 
of official policy in any phase of 
employee relations. A wage and 
salary scale, prepared by a board 
committee in the latter half of 
1946 as a first step toward a uni- 
form personnel policy still had not 
been put into effect by October 
1947. It stood merely as a symbol 
of good intentions. So we found 
ourselves with not an outline for 
our employee manual but a rather 
grim report of shortcomings and a 
recommendation to do something 
about them. 

ACTION 

Finally, the “something” was 
done. On June 1, 1948, the board of 
directors inaugurated improved 
policies with regard to vacations, 
sick leave, hospitalization, medical 
care and overtime pay. It also put 
into effect a new wage scale and 
schedule and agreed the new pro- 
gram would be reviewed every six 
months. 

In addition we sponsored or 
helped to sponsor a number of les- 
ser activities in the interest of em- 
ployee morale. Among these were 
picnics for all hospital employees, 
intern activities, alleviation of 
some individual grievances and 
dozens of small services which 
demonstrated the hospital’s interest 
in the employee as an individual. 
We have accomplished the basic 


things we set out to do in this field. 


Other challenges await us in the 
coming year. 
While the foregoing employee 
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program was transpiring we also 
boosted our auxiliary program. 
Shortly after our office opened, the 
field secretary arranged to attend 
a meeting of each of the active aux- 
iliaries. This was the first time in 
many years that the hospital had 
demonstrated any direct interest 
in these loyal women. They en- 
thusiastically cooperated in dis- 
covering ways and means to give 
better service. 

By September 1947, representa- 
tives of our nine auxiliaries, the 
auxiliary committee of the board 
and the field secretary had devel- 
oped what we felt to be a sound 
plan of operation. A United Auxil- 
iaries organization was established. 
This was composed of representa- 
tives from each active auxiliary on 
the basis of one representative for 
every 25 members. It in no way 
replaced any local auxiliary nor did 
it infringe upon local autonomy. Its 
chief objectives were to organize 
and direct large volunteer pro- 
grams for the hospital and stimu- 
late growth of present groups and 
organize new ones. 

Both of these objectives have 
borne fruit. Auxiliary membership 
has increased from approximately 
900 to more than 2,000 within the 
year. Seven new local auxiliaries 
have been organized and the entire 
membership is more vigorous than 
it has been for many years. A major 
activity of the new united auxilia- 
ries is the children’s ward project. 
More than 200 women have par- 
ticipated in this service since its 
inauguration nine months ago. On 
each of four week-day mornings 
two volunteers spend one and a half 
hours with our juvenile patients. 

The patient’s condition dictates 
his area of activity. He may want 
a volunteer to read to him, he may 
enjoy puzzles, drawing books, cut- 
outs, mild games or prefer to dabble 
with modeling clay. The children 
are enthusiastic about the program 
and so are the volunteers, many of 
whom assume a regular weekly or 
semimonthly schedule of duty. The 
children’s ward supervisor and the 
doctors are well pleased with the 
results. 

Another major venture is an an- 
nual bazaar. The first one, which 
was held in May 1948, netted the 
united auxiliaries more than $1,200. 
Individual auxiliaries also have un- 
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dertaken numerous projects on be- 
half of the hospital with surpris- 
ingly successful results. 

We had hoped to do some ori- 
entation work with the medical 
staff and the board of directors. 
About all we have achieved, how- 
ever, is to put both groups on all 
mailing lists, sponsor a few special 
tours and prepare several special 
informational pieces for them. We 
arranged two joint meetings of 
these groups and helped stimulate 
a more active intern program. We 
hope to do better in the coming 
months. 
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PAMPHLETS, letters and an employee news- 
sheet boosted Lancaster General Hospital. 


Our last major field of endeavor 
was that of patient relationships. 
When this program was about to 
get some attention, our building 
prospects looked brighter and the 
board of directors decided instead 
to try and complete our building 
fund as soon as possible. Conse- 
quently, the field secretary’s office 
was busy with fund activities. 

We did manage to prepare a pa- 
tient questionnaire, experiment 
with home visitation by the aux- 
iliaries and plan a series of letters 
for distribution to patients during 
convalescence. Yet this is the one 
part of our program which has no 
experience worth recounting. It is 
a job that soon will be undertaken. 

Among other things, we plan to 
send a letter and pamphlet to pa- 
tients prior to admission. Since we 
now are an emergency hospital 
with a daily average of 200 persons 
on our admission waiting list, this 
step will be fairly easy. We also are 
planning a complete survey of our 
admission procedure and are going 
to seek staff cooperation in helping 
patients budget their expenses. 

This resume of our work would 
not be complete without some men- 
tion of the fund-raising efforts 
which have taken much of our 
time at various periods during the 
past two years. The expenditure of 
so much time on fund raising re- 
flects the attitude of the board of 
directors that the ultimate value of 
a public relations program is ex- 
pressed in the increased generosity 
and willingness of the public to 
financially underwrite the needs of 
our hospital. 

Finally, we at Lancaster General 
Hospital have accepted the princi- 
ple that public relations is the art 
of making people understand us 
and our objectives; that success in 
hospital service is built on demon- 
strations of quality—not merely 
publicity. Publicity is incidental to 
our major work. 

We interpret public relations as 
a two-way job. The field secretary 
is responsible for interpreting hos- 
pital activities for the community 
and for relaying public opinion and 
popular reaction to the hospital. We 
believe that public relations is an 
administrative function which en- 
compasses all hospital activity and 
stimulates it in the direction of bet- 
ter community service. 
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Book drive 


PSYCHOLOGY 


Success came with an appeal 
for only books to be enjoyed 
or recommended fo friends. 


CATHARINE HEINZ 


N AN OUTSTANDING book drive for 
New York hospital libraries af- 
filiated with the Hospital Library 
Bureau, the United Hospital Fund 
recently helped radio station 
WCBS collect 87,407 books, pocket- 
books and magazines. Aside from 
this impressive total, the 1948 cam- 
paign yielded a finer crop of best 
sellers and useful books than any 
previous drive—all because of 
planned publicity and organization. 
Roy E. Larsen, president of the 
United Hospital Fund, and G. Rich- 
ard Swift, general manager of the 
radio station, decided it was use- 
less to spend time collecting books 
which could not be read or which 
would only fill hospital library 
shelves. Best sellers of the turn of 
the century, guidebooks to the 1889 
Paris World’s Fair, or Kent’s Com- 
mentaries do not appeal to most 
hospital patients. 

So Phil Cook of the radio station 
was asked to launch the campaign 
—his seventh—just as he began 
those of previous years. “Send a 
book to Cook’’ was the slogan for 
1948 and this time listeners were 
asked to send in only books they 
enjoyed or would recommend to 
friends as good reading. According 
to Mr. Cook, the better-book idea 
“took hold” instantly and only a 
few persons sent in books merely 
to get rid of them. In a pleasant, 
tactful way listeners were re- 
minded daily that this was not a 
house cleaning campaign. 

As the drive got under way late 
in November, hundreds of best- 





Miss Heinz is director of the United Hos- 
pital Fund’s Hospital Library Bureau. 
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selling books came daily to the 
fund’s library crew. The books 
were sorted, loosely classified in 
categories of general fiction, “light 
love,” mysteries, westerns, chil- 
dren’s classics, general nonfiction 
and dictionaries and encyclopedias 
and placed on shelves made from 
packing crates. 

Duplicate titles were shelved 
together and according to demand 
and availability were tentatively 
limited to one or two per hospital. 
It was decided that all volumes 
not absorbed by the hospitals or 
allied agencies would be given to 
the American Merchant Marine 
Library Association for distribu- 
tion to ships’ libraries. 

Past experience made the drive 
more fruitful. The drive in 1947 
had brought in 93,336 books, but 
a much greater proportion of them 
were unusable than in the 1948 


ROY E. LARSEN, left, president of the United 
Hospital Fund, discusses new publicity with 
Catharine Heinz, G. Richard Swift, manager 
of WCBS and book drive promoter Phil Cook. 


BOOKS arrived by the hundreds and all were 
sorted by Catharine Heinz, left, director 
of the United Hospital Fund library bureau, 
Edith A. Thomson, assistant director, Mary 
Lou Lindquist, library assistant and Phil 
Cook, commentator for radio station WCBS. 


drive. In 1946 as many as 50 per 
cent of all the books collected had 
to be discarded. So in 1947 and 
1948 libraries were asked to make 
appointments at United Hospital 
Fund headquarters for personal 
selection of the drive books. 

New York hospital librarians 
drained the collection rapidly. 
Within a few weeks they had se- 
lected 18,423 titles, and a total of 


_ 84 organizations, including 78 hos- 


pitals and convalescent homes, had 
benefited from the drive. If the 
average new book costs $1.80, more 
than $33,000 had been distributed. 
Or, in terms of second hand books 
at an average of 75 cents each, al- 
most $14,000 worth had been given 
out. 

Librarians who made late ap- 
pointments had fewer books from 
which to choose, but all found 
valuable additions for their shelves. 
Books about contemporary world 
problems, sports and handicrafts 
were popular and quickly re- 
quested by librarians. Requests for 
replacements of worn out copies 
of popular or classical titles were 
numerous. 

Since the WCBS Phil. Cook book 
drives were begun more than 300,- 
000 books have been sent in by 
radio listeners. They have been in- 
valuable in the supplementing of 
inadequate patients’ library col- 
lections and therefore have been 
important in the development of 
New York hospital library work 
for several years. 
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Eliminating a problem in the 


disposal of garbage 


MILTON H. WOODSIDE 


-FOSPITALS FACE an expensive 
problem in the unsanitary 
and antiquated practice of “dry 
method” waste food handling. A 
method of instantaneous and final 
disposal would eliminate expensive 
handling and improve health con- 
ditions. 

The installation of mechanical 
garbage disposal units offers a pos- 
sible solution if these are installed 
on a decentralized basis as close 
as possible to the source of waste. 

We have witnessed only recently 
the lethargic advent of the food 
waste shredder whereby we may 
send our garbage the way of all 
sewage—down the sewer pipe. The 
domestic type being installed in 
some homes today has no doubt 
been brought about by the ever- 
clamoring search for convenience 
by the American housewife. She 
probably recognizes dimly the bac- 
teriological advantages. 

The hospital, being a crossroad 
of disease, should be extremely 
cognizant of the advantages to be 
derived in health and sanitation. 
Unfortunately the disposal of un- 
digested food waste, or garbage, 
has been ignored to a large extent. 
It is gathered in cans, spilled in 
corridors and generally accepted as 
an expense and an unsanitary in- 
convenience. 

But garbage in some respects 
may be even more dangerous than 
sewage. Since most food is sterile 
upon completion of cooking, an ex- 
cellent medium is provided for the 
harboring, feeding and multiplica- 


Mr. Woodside is an administrative intern 
at Duke Hospital, Durham, N. C 
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tion of disease bacteria with which 
it comes in contact. When exposed 
to the mouth, hands, breath and 
atmosphere, it does not acquire-so 
great a diversification of bacteria 
nor their antagonistic bacteria as 
would human waste through the 
alimentary canal. 


BACTERIA CONTENT 


Garbage might therefore be con- 
sidered a not too crowded “easy 
street” with a free run for growth 
and multiplication of disease or- 
ganisms in large homogeneous 
groups. 

It is both difficult and impractical 
to determine the total qualitative 
and quantitative bacteriological 
content of a can of garbage. In or- 
der to isolate and identify some of 
the typical bacteria found in pa- 
tients’ food waste, Mary A. Poston, 
instructor in bacteriology at the 


Duke University School of Medi- 
cine, obtained swab specimens from 
four different wards of the hospital 
one hour after the noon meal. The 
garbage was stirred and swabs 
dipped in various areas of the mix- 
ture. Smears of these specimens 
were cultured and the bacteria 
qualitatively determined (see “A 
spot check on garbage contamina- 
tion’’). 

Since cans are steam cleaned, 
scrubbed and therefore practically 
sterile, it may reasonably be as- 
sumed that all bacteria found are 
of a patient or attendant origin. 
Surprisingly, three or four speci- 
mens showed large growths of E. 
coli which are colon bacilli and 
indicate definite fecal contamina- 
tion, possibly derived from pa- 
tients’ hands. 

Various staphylococci and strep- 
tococci exemplified typical oral and 
respiratory bacteria. Dr. Donald S. 
Martin, professor of public health 
and preventive medicine, Duke 
University School of Medicine, has 
concluded, “Although the bacteria 
isolated, with the exception of M. 
aureus, are not primarily patho- 
genic, their presence in garbage in 
large numbers would indicate that 
any disease-producing bacteria 
usually discharged from the res- 
piratory passages and gastro-in- 
testinal tract, might well be found 
to exist and multiply in garbage. 
Through the medium of flies es- 
pecially, these organisms might be 
transmitted to patients and others 
in a hospital.’’ 

It is not hard to imagine what 
could and probably does happen 


JNA TMU 


A spot check on garbage contamination 


Qualitative bacteriological studies of food wastes collected in garbage cans from 
four wards at Duke Hospital showed the presence of at least seven strains of bacteria. 
Though most of the bacteria isolated are not primarily pathogenic, their presence in 
large numbers in garbage indicates the possible danger of transmitting disease through 


improper handling of garbage. 


Staphylococcus albus...... 
Staphylococcus aureus..... 
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Aerobacter aerogenes 
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Surgeons’ Scrub-Up Sinks of Crane Duraclay, 
San Gabriel Valley Hospital 


Duraclay Pattern 
Bath, San Gabriel 
Valley Hospital 


Duraclay Wash-Up 
Sinks, San Gabriel 
Valley Hospital 


San Gabriel Valley Hospital is an outstanding example of 
the modern small hospital. Here, as for the largest institu- 
tions, Crane supplies not only a full line of Duraclay items, 
but also the washroom fixtures, plus a vast array of special- 
ized plumbing equipment. 





























“EXCEPTIONALLY 


TROUBLE-FREE SERVICE” 
SAN GABRIEL VALLEY HOSPITAL 


",...We have had exceptionally trouble-free 
service from our Crane plumbing fixtures. The 
Duraclay pieces, such as wash-up sinks, serv- 
ice sinks, and bathtubs are as free from 
scratches, discoloration, and abrasive wear 
as they were when installed. We feel definitely 
that our confidence in Crane quality has been 


4uStitaca.” 
D. W. Lawrence, Supt., 


SAN GABRIEL VALLEY HOSPITAL ASSOCIATION, INC. 


Easy to clean, acidproof, immune to thermal shock, 
Duraclay is entirely different from any other material 
used in hospital fixtures. 


For a complete choice of Duraclay sinks and baths, see 
your Crane Branch, Crane Wholesaler, or Plumbing Con- 
tractor. Meantime, write for your Crane Hospital Catalog. 


* Duraclay exceeds the rigid tests imposed on 
earthenware {vitreous glazed} established in 
Simplified Practice Recommendations R-106-41 
of The National Bureau of Standards. 


CRANE 


CRANE CO., GENERAL OFFICES: 
836 S. MICHIGAN AVE., CHICAGO 5, ILLINOIS 


PLUMBING AND HEATING + VALVES «+ FITTINGS «+ PIPE 


NATION-WIDE SERVICE THROUGH BRANCHES, WHOLESALERS, PLUMBING AND HEATING CONTRACTORS 
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Some of the costs of garbage collection 


Collecting and handling b 


in main kitchen........_. 


Collecting and han 


from wards ......... 
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DAILY MONTHLY 
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handling in refrigera- 
tion and dispensing 
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Garbage Sales... 


Net Cost Garbage 
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$261.60 
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$231.60 





when a fly or roach proceeds 
through a veritable culture in 
spilled garbage on the hospital floor 
on his way to the kitchen or pa- 
tient. The hospital patient’s vul- 
nerability and usual weakened im- 
munity to disease increases tre- 
mendously the bacteriological 
threat of garbage. 

In practically every hospital in 
America we are yet in the “back 
house” era of food waste handling. 
Morris M. Cohn, editor of Sewage 
Works Engineering has said that 
“food wastes and sewage solids are 
one and the same material, that 
they both act alike and that they 
both mix into a liquid waste which 
I defy anyone to class as anything 
but sewage.” Whether digested or 
undigested, it is still mainly car- 
bon, hydrogen, oxygen and nitro- 
gen in organic combination. Both 
are odor producing, germ breeding 
and putrefactive. Why should we 
place a halo rather than a lid on 
our noxious cylinders of the back 
alley? 

Costs of food waste collection 
were examined at Duke Hospital 
to determine if any economic ad- 
vantage might be expected from 
mechanical garbage disposal. Our 
present system probably is typical. 
Garbage is collected in the ward 
kitchens in 25 gallon cans. Two 
men collect these twice a day on 
carts and take them to the sub- 
basement where the contents are 
emptied into 50 gallon drums in a 
refrigerated room (as required by 
local health authorities): 


MAY 1949, VOL. 23 


The cans are cleaned on a steam 
pressure cleaning platform sink 
and returned to the wards. The 
refrigerated garbage is taken to 
the rear platform the following 
morning where it is picked up by 
a local purchaser for feeding to 
hogs. 

The drums are brought back, 
steamcleaned and deposited again 
in the refrigerator. Waste from the 
main kitchen is handled in the 
same manner. Since garbage or 
food waste is separated from other 
waste in our hospital, the amount 
of labor spent throughout the 
building on garbage was easily 
determined (see ‘Some of the costs 
of garbage collection’). A recent 
survey revealed that Duke Hospital 
spends an average of $231.60 on 
garbage handling each month. This 
means 540 man hours are required, 
an average of 18 days per month 
for garbage disposal alone. On a 
daily breakdown this expense 
comes to $8.72 for a total of 18 man 
hours. Aside from the undesirable 
features of present garbage col- 
lecting methods, this absorbs a 
large proportion of the mainte- 
nance budget. 

The value of storage space uti- 
lized, however, should be kept in 





The Engineering and Maintenance 
department is edited by Roy Huden- 
burg, secretary of the Council on 
Hospital Planning and Plant Opera- 


tion. 


mind. From the survey of costs of 
our present system it was esti- 
mated that with more efficient dis- 
posal a net saving of from $200 to 
$230 per month could be realized. 

A survey also was made for the 
possible installation of a food waste 
shredder system. The unique hos- 
pital problem of gathering food 
waste from every corner of the 
building seems to indicate a de- 
centralized system with the instal- 
lations as close as possible to the 
principal sources of waste. Ward 
kitchens are obvious starting 
points. The size or number of 
grinders should be determined by 
the number of persons served. 

It generally is assumed that one- 
half to one pound of garbage is 
produced per capita per day. One 
domestic model grinder is said by 
its manufacturer to require less 
than one minute operating time per 
capita per day. For a 30-bed ward 
it is estimated that 10 minutes 
would be required to grind the 
food waste for one meal. 

One domestic grinder installed 
in the sink of the ward kitchen 
would do an adequate job. The in- 
stallation of two in a double sink 
arrangement would satisfy the 
needs of larger ward units. In the 
main kitchen it is debatable wheth- 
er a large central grinder is more 
desirable than several small ones. 
It is possible that a combination 
of the two might be preferable. 

One or more larger units would 
have the advantage of capacity to 
dispose of bulky wastes typical of 
main kitchens. In certain areas, 
however, smaller types might be 
particularly susceptible to clogging 
from the large quantities of grease 
and small food particles. This would 
be remedied by the homogenizing 
effect of the grinder on greases 
along with the grinding of smaller 
food particles. Another possibility 
would be the installation of a bat- 
tery of small grinders in the aper- 
tures of the dish washer scrapping 
table. Other locations might be 
equally benefited. 

Whatever necessity dictates, it 
must be remembered that the ad- 
vantages to be derived both eco- 
nomically and sanitarily will de- 
pend largely on the proximity of 
the source of waste to the point of 
final disposal. It would appear that 
the transportation to the central 
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Thousands of hospitals have already 
responded favorably to treatment 
for unwanted noise. Some cases, of 
course, are more severe than others, 
but the symptoms are always the 
same: Retarded Patient Recovery, 
Rapid Staff Fatigue, Irritable Dispo- 
sitions. 
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Your entire hospital staff, as well 
as the patients, can actually suffer 
from the effects of banging doors, 
clattering dishes, echoing footsteps, 
ringing bells and non-muted conver- 
sation. Routine hospital operation 
must naturally create many noises, 
but these sounds can be effectively 
muffled. Beneficial quiet replaces 


disturbing noise when modern 
Sound Conditioning soaks up un- 
wanted noise. 


Acousti-Celotex ceiling tile imme- 
diately quiets noisy hallways, wards, 
rooms and kitchens. Unwanted 

<> sounds are checked before they can 
Acousti-Celotex ceiling pile up into a constant, irritating din. 
tile has quieted hallway : And this modern acoustical ceiling 
Re aspen wrt —_ 2 i oo cl tile requires no special maintenance, 
Hospital. ee can be washed and painted repeat- 
edly without reducing its sound ab- 

sorbent efficiency. 


Your nearest Acousti-Celotex dis- 
tributor will gladly diagnose and 
recommend treatment for your noise 
problem, absolutely free! Write to- 

Even inside play-time ' day for his name and your free copy 

noise is effectively con- of the informative booklet, “25 
trolled by modern Sound . se i 

Conditioning with Questions and Answers on Sound 

Acousti-Celotex. : Conditioning.” The Celotex Corp., 

120 S. La Salle St., Chicago 3, Ill. 


Acousni-Cetorex 


PROBLEM 
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THE CELOTEX CORPORATION «+ CHICAGO, ILLINOIS 


PRODUCTS FOR EVERY SOUND CONDITIONING 





unit would include only waste from 
stations having insufficient volume 
to justify a small unit and waste 
too bulky for smaller units. 

The question may well arise 
whether or not it is good policy to 
admit ground garbage to plumbing 
or sewage lines. Will it overload or 
clog them? H. E. Babbitt, professor 
of sanitary engineering at the Uni- 
versity of Illinois, has said, ‘Where 
sewers are adequate and well de- 
signed so that no special difficulties 
are being experienced, it can be 
expected that ground garbage in 
them will not create new difficul- 
ties. Insofar as the plumbing pipes 
in a building are concerned, ex- 
perience has shown that the ad- 
mission of finely ground garbage 
to these pipes will not cause stop- 
page in them. There is a tendency 
for the garbage to keep the insides 
of the pipes clean.” 

The finely ground pulp obviously 
is more capable of flow than the 
heterogeneous solids of sewage al- 
ready in the sewer pipes. Surpris- 
ingly, the solid content of ordinary 
sewage is only about one pound to 
2,000 pounds liquid. The addition 
of all community garbage to sew- 
age lines is conservatively esti- 
mated to double the solid content, 
or in other words an increase to 
one pound of solids per 1,000 
pounds of liquid. The amount of 
increase would be entirely insig- 
nificant insofar as capability of 
flow in pipes is concerned. 

There are, of course, communi- 
ties in which garbage disposal via 
the sewer still is prohibited. In 
such communities it will be neces- 
sary to arrive at some agreement 
with local sewage authorities be- 
fore installation of such a system. 
True, such addition of ground gar- 
bage to a community system would 
place extra load on the digestion 
facilities of the disposal plant. The 
addition made by one hospital to 
this load, however, would be in- 
finitesimal. 

In a survey of the Minneapolis- 
St. Paul Sanitary District, it was 
estimated that addition of garbage 
would increase cost of sewage 
treatment from 37 to 48 cents per 
Capita per year. The increased cost 
to a local plant for a 300-bed hos- 
pital should not exceed $50 per 
year. Sewage officials, therefore, 
have few justifiable objections. 
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Garbage grinders 


City ordinances often will be 
the deciding factor if hospitals 
are to install garbage grinding dis- 
posal units. Some cities have ordi- 
nances prohibiting their use. Others 
have ordinances that restrict their 
use. The American Public Works 
Association’s Committee on Sewer- 
age and Sewage disposal recently 
conducted a 34-state survey on the 
subject. Laws and regulations per- 
taining to garbage grinders were 
reviewed and the findings were re- 
ported in the Engineering News- 
Record for December 23, 1948. 

Of the cities with more than 
50,000 population surveyed, 104 
permit installation of household 
garbage grinders. These six cities 
prohibit them: New York, Phila- 
delphia, Miami, Fla., Knoxville, 
Tenn., Youngstown, Ohio, and 
York, Pa. 

Use of garbage grinders in hotels, 
restaurants and clubs is permitted 
in 83 but barred in 17 other sur- 
veyed cities. Cities prohibiting 
such installations are: Elizabeth, 
N. J.; New Haven, Conn.; Mt. Ver- 
non and Syracuse, N. Y.; Baltimore, 
Md.; Wilmington, Del.; Waterloo 
and Davenport, Iowa; Allentown, 
Pa.; Evanston and Oak Park, III.; 
Salt Lake City, Utah; Cincinnati, 
Ohio; Spokane, Wash.; Durham, 
N. C.; Madison, Wis., and Los 
Angeles, Calif. 

Municipal garbage-grinding sta- 
tions are maintained in only three 
cities: Lansing, Mich., Rochester, 
N. Y., and Tulsa, Okla. 

Los Angeles has adopted regula- 
tions governing the size of ground 
particles—40, 65 and 100 per cent 
must pass No. 8, 3 and %-inch 
screens respectively 

The article explained that these 
are some of the reasons that grind- 
ers are sometimes prohibited. 

1. A grease trap is required on 
waste lines from sinks. 

2. Household garbage grinders 
were reported to be troublesome in 
16 cities while hotel and restaurant 
installations resulted in operation 
difficulties in five cities. 


3. In one city, a food processing 
plant attempted to grind and dis- 
pose of egg shells in sewers. This 
resulted in clogged sewers. 

4. Some cities lack sewage treat- 
ment facilities and fear further 
pollution of receiving waters. 

A listing of the advantages in- 
cluded these points: 

1. Rapid, sanitary, easy disposal. 

2. Better disposition of grease. 

3. Some cities use them as a 
source of revenue. In Canton, Ohio 
and Allentown, Pa., unit charges 
for garbage grinders are $3.50 and 
$6 per year, respectively. 


Repair rounds 


In answer to a request for sug- 
gestions to help hospital engineers, 
the most ingenious of the month 
was turned in by C. M. Bourcy, 
chief engineer of Rochester (N. Y.) 
General Hospital. 

The sole job of a mechanic em- 
ployed by the maintenance staff 
of the hospital is to go continually 
and thoroughly through the hos- 
pital and inspect and repair all ail- 
ing parts. In each area he visits it 
is his job to see that all electric 
lights, fixtures, windows, plumb- 
ing, beds, sterilizing equipment, 
furniture and even door knobs are 
properly adjusted. 

This employee carries all of the 
necessary tools for common ad- 
justments on a small cart. Rarely 
does he find a job which he is un- 
able to handle with these tools. 

When he has completed one 
round of the hospital he repeats 
his trip. This is a preventive main- 
tenance program that works well 
and has substantially reduced the 
number of emergency requisitions 
which frequently keep a mainte- 
nance department from operating 
efficiently. 

A repair requisition is made out 
by the repair man while he is in 
the department. It is signed by the 
individual in charge. Charges for 
time and supplies are shown in 
order that the auditing department 
may assign the repair cost to the 
particular account involved.—R. H. 


75 


AVIFE SPATE IFIFV PILI Dee 


i) 


POIVIVS FdeDd9 DB 





| The Surprise Package at the 
NATIONAL RESTAURANT SHOW 


will be shown at 


BOOTHS 977-978 


It is the newest thing in Hotel China. New’ shapes, new glaze textures, 


new colors. Designed exclusively for Sterling by the nationally famous 
Russel Wright ... with the sensible eu tteran collin xe always wanted in 


china. Exciting ...colorful ...eye-appealing. See it! Visit Booths 977-978! 


THE STERLING CHINA CO. 


EAST LIVERPOOL, OHIO 
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What one hospital did about 


_ breakage and budgets 


E. WEISBERGER 


HE HIGH COST of hospital care 

has everyone concerned these 
days and some rather desperate 
sounding schemes for preventing 
any further rise are being put for- 
ward. One experience we have had 
at Cedars of Lebanon Hospital sug- 
gests that it is worthwhile to ex- 
amine the possibilities of savings 
that might be effected through ad- 
ministrative attention to seemingly 
minor details. For example, we de- 
cided to investigate cost of dishes 
lost or destroyed in the dishwash- 
ing room. 

From Fepruary until October of 
last year our chief dietitian, Eu- 
genia Sanderson, kept a detailed 
chart of the particular kinds of 
dishes lost and broken each month. 
This was part of an intensive cam- 
paign to prevent needless loss and 
breakage. In that nine-month pe- 
riod we were able to reduce the 
monthly cost of dish replacements 
64 per cent. 

Hospital dishes get hard wear 
and must be of good quality, vitri- 
fied china. The smallest chip or 
crack makes them unfit for use, 
and the cost of replacement can 
run into hundreds of dollars each 
month. 

Dishwashing is, of course, an un- 
skilled, low-paid job, but in our 
hospital we have derived a good 
deal of satisfaction from the fact 
that the conditions of work in this 
department are good. The room is 
light and well ventilated, the floors 
are dry and the equipment is of the 
most modern, labor-saving type. 
Rates of pay are as high as in other 
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eisberger is superintendent of 
f Lebanon Hospital, Los Angeles, 
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hospitals in our area, and the food 
provided without charge to these 
employees is good in quality and 
unlimited in quantity. 

As a consequence, we have a 
slight advantage over other insti- 
tutions in that even in times of the 
most extreme labor shortages we 
have been able to get a fairly high 
type of worker and the turnover 
is less than is generally expected 
in the dishwashing department. 
Nevertheless when we began our 
investigation about a year ago, we 
found that the cost of dish replace- 
ments, exclusive of equipment used 
solely in the kitchen, was running 
close to $1,000 each month. 

Our chief dietitian decided to in- 
vestigate the causes of the break- 
age and possible methods for re- 
ducing it. Beginning in February 
1948, she set up a detailed chart 
for recording breakage. 

One of the first things we noticed 


PATIENTS’ dinner 
trays, with the price 
of each dish clearly 
marked, are exhibit- 
ed in the dish room 
at Cedars of Leb- 
anon Hospital. This 
has been an effect- 
ive educational de- 
vice for reducing 
replacement costs. 


from the chart was the wide fluc- 
tuation in the quantity of particu- 
lar dishes lost and broken from 
month to month. For instance, in 
one month 18 dozen cups had to be 
replaced while at other times only 
one dozen were lost or broken. 
Cups cost 74 cents apiece, and 
when destroyed at the rate of four 
at each meal, the expense amounts 
to $266.40 in a single month. It was 
definitely worthwhile to check on 
the factors which created this 
month-to-month variation. 

Similar fluctuations occurred in 
other pieces. In some months as 
many as 14 dozen individual coffee 
pots, which cost $1.10 each, were 
broken. At other times the break- 
age was less than one dozen. 

The work in our dishwashing 
department is so organized that 
each type of dish is handled by the 
same worker. This made it easier 
to trace what was happening when- 
ever there was a sharp rise in the 
breakage of any item. In some in- 
stances it was found that defects 
in the dishwashing machine were 
causing dishes to chip, as evidenced 
by the china and glass chips which 
settled to the bottom. 

With the coffee pots it was found 
that unless they are placed exactly 
right in the trays, spouts and rims 
are chipped and cracked. Explana- 
tion of the actual cost of the coffee 
pots and a demonstration of the 
importance of placing them so that 
there is no chance of chipping 
while in the machine were suf- 
ficient to reduce the quantity de- 
stroyed. 

One month we found that the 
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A TRAY GIRL holds up the patient trays on 
which the dishes are marked to show their 
cost. These trays are kept on display in 
the hospital dish room to remind employees 
of the value of the dishes they handle. 


number of three-ounce cream 
pitchers broken went up to six 
dozen. These creamers are dropped 
in buckets of soapy water before 
being placed in the dishwashing 
machine. The water in the bucket 
usually breaks the fall and pre- 
vents the china from cracking. 
When we examined what was hap- 
pening we found a leak in one of 
the buckets into which the pitchers 
were dropped. The leak was not 
noticed because the bucket stood 
on a drain board, but it emptied so 
fast most of the creamers fell with- 
out any water to keep them from 
cracking together. 

A little later we discovered that 
many two-ounce creamers and cof- 
fee pot tops were being thrown 
out with the scraps from trays. At 
another time it was the trays them- 
selves — which we had considered 
practically indestructible — that 
were being cracked at the corners 
at a remarkably fast rate. A little 
checking revealed that a new dish- 
washer was regularly knocking 
them sharply against the side of 
the waste receptacle to empty 
them of scraps. 

We decided that while general 
talks on the importance of care and 
good standards of work are help- 
ful, the most important factors in 
keeping down breakage are: (1) 
Vigilance on the part of the head 
dishwasher, who supervises both 
machines and workers; (2) a con- 
crete demonstration of the correct 
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methods of doing the work when 
individual employees are at fault, 
and (3) constant reminders of the 
value of the property handled. 
One of the most successful edu- 
cational devices used at our hospi- 
tal is an exhibit in the dish room of 
a patient’s dinner tray with the 
price of each dish clearly marked. 
These prices range from six cents 
for salt and pepper shakers to 
$10.25 for a silver divider with its 
top. The tray itself costs $2.75, and 
the value of the service is $24.50. 
The exhibit has helped to im- 
press workers with the importance 
of their jobs .and the value of the 
equipment entrusted to their care. 
The whole experiment with con- 
trolling waste in the dishwashing 
department was eminently suc- 
cessful. There were fluctuations of 
course, aS machines broke, new 
workers learned our methods or 
older workers became demoralized 
for one reason or another. Never- 
theless, the figures showed that 


THE CHIEF dietitian at Cedars of Lebanon 
Hospital examines dishes for cracks and chips 
as they come out of the dishwashing machine. 
Breakage may be due to a mechanical de- 
fect in the machine or to improper handling. 


the cost of dishes broken and lost 
dropped from $817.85 in February 
1948, to $292.30 in October. 


IN 


DIETETICS ADMINISTRATION | 


Soft diets 


TRENDS IN DIET therapy during 
the past few years have been to- 
ward greater liberalization of diets 
and more individualization of each 
specific diet to meet the patient’s 
requirements. 

The soft diet is commonly used 
in convalescence, for patients with- 
out teeth, and in the treatment of 
disorders of the gastro-intestinal 
tract. The basic Master Menu soft 
diet may be modified to meet these 
various conditions. The diet as 
planned each month in HOSPITALS 
is adequate in all food essentials. 
It is limited to easily digested foods 
and is moderately low in cellulose 
and connective tissue. It follows the 
trend of a more liberal use of foods 
in the form of meats not requiring 
grinding or mincing, and fruit and 





The Dietetics Administration depart- 
ment is edited by Margaret Gillam, 
dietetics specialist. 





vegetables not requiring pureeing. 

Hospital dietitians, who have be- 
come concerned over the poor ac- 
ceptance by patients of pureed 
foods and finely divided meats, 
have found that medical staffs are 
most cooperative in trying the lib- 
eral soft diet. Doctors are well 
pleased with the results. Patients 
seem to do well and are much bet- 
ter satisfied. Hospitals have bene- 
fited economically as the mechan- 
ical sieving of vegetables and fruits 
is time consuming and increases 
materially the quantity of foods 
required. One hospital, after the 
physicians and dietitians studied 
the actual need for these pureed 
foods on the soft diet, reduced the 
number of servings of patients’ 
pureed foods from 70 to three. 

To facilitate the use of the Mas- 
ter Menu soft diet for more re- 
stricted diets, foods have been se- 
lected which lend themselves to 
grinding or sieving if required in 
individual hospitals. 

The servings of the daily food es- 
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sentials included in the soft diet 
weré given in the chart, “Variations 
from the General Diet—Servings of 
Daily Food Essentials and Modifi- 
cations in Constituents,” published 
in the February issue of HOSPITALS. 

A more detailed explanation may 
be helpful. 


FOODS ALLOWED 


Beverage: Coffee, tea, milk, milk 
drinks and cereal beverages. Cof- 
fee and tea may be included in the 
menus for lunch and dinner in 
addition to breakfast providing it 
does not mean the exclusion of 
milk. 

Protein foods: Beef, lamb, veal, 
chicken and fish, prepared by broil- 
ing, boiling or roasting; liver once 
a week; bacon; tender roast pork 
is included by some _ hospitals; 
cheese, such as cottage, cream and 
mild American; eggs, any style ex- 
cept fried; smooth peanut butter. 

Milk: One quart daily should be 
included. To increase the calcium 
in the diet, dry milk powder may 
be added in the preparation of 
foods. 

Fruit: Grapefruit, oranges, tan- 
gerines, ripe bananas and canned 
or stewed apples, pears, peaches, 
Royal Anne cherries, or peeled 
apricots. 

Vegetables: Cooked green or 
wax beans, asparagus, beets, car- 
rots, peas, spinach, mild flavored 
greens, tender young turnips, 
squash, tender lettuce and ripe 
avocado. The more strong flavored 
vegetables such as_ cauliflower, 
brussel sprouts and broccoli are 
also included by some hospitals. 

Potato or substitutes: Potatoes 
baked, boiled, mashed, creamed or 
scalloped; baked or mashed sweet 
potatoes; macaroni, rice, spaghetti, 
vermicelli or noodles. 

Bread: Any made from finely 
milled flour, or enriched bread. 

Cereal: Any finely milled whole 
grain or refined cooked cereal; 
puffed rice, puffed wheat, corn- 
flakes or crisp rice cereal. 

Fat: Butter, fortified margarine 
or cream. 

Sweets: Sugar, honey, syrup, 
jelly, hard candy (to be taken only 
at end of meals). 

Desserts: Custards, ice cream, 
cookies, cake without fruit or nuts, 
gelatin plain or with fruits allowed, 
fruit (as listed). 
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THIS new formula 
dispenser may be 
used to mix formulas 
and to fill formula 
bottles. It is a one- 
piece, stainless steel 
tank with an 18-quart 
capacity. Bottles are 
filled by pressing up- 
ward on outlet spout. 


Nourishment: Orange, grapefruit 
or tomato juice (one glass) and 
milk (one glass). 

Foops EXCLUDED 

Frankfurters, bologna, sausage, 
pork products except bacon and 
tender roast pork; raw fruit (ex- 
cept those listed), figs, raisins, 
canned pineapple, plums, prunes 
and berries; raw vegetables (ex- 
cept tender lettuce and avocado), 
cabbage, corn, cucumbers, onions, 
beans except green and wax beans, 
rutabagas; pastries, cake with dried 
fruit or nuts, coconut, nuts; fried 
foods; coarse cereals, all bran, 
cracked wheat; jams and marma- 
lades, olives and pickles. 

The soft diet with variations may 
be used for gastric and duodenal 
ulcer patients, febrile conditions 
and conditions requiring a diet low 
in residue. 


Formula dispenser 
A formula dispenser that will 
meet the demand for a labor saving 
method of filling formula bottles 
now is on the market. It is a 
stamped, one-piece stainless steel 
tank with a practical working ca- 
pacity of 18 quarts (see illustra- 
tion). The formula is mixed and 
bottles are filled from the same 
container. Graduated marks on the 
formula bottles are used to meas- 
ure the formula. The outlet spout 
in the bottom of the tank opens 
with a slight upward pressure and 
shuts off when released, thus elimi- 
nating a faucet and the necessity 
for using both hands to fill one 
bottle. 


The tank measures 13 inches in 
diameter and nine inches in depth. 
It is mounted on 10-inch stainless 
steel legs and is equipped with a 
stainless steel cover, stirrer rod 
and calibrated stick. The purpose 
of the calibrated stick is to measure 
the quantity of each ingredient 
added directly to the tank. The 
outlet valve and ferrule-type guide 
are cast from nickel silver. 

An important feature is that the 
unit is sanitary in construction— 
no cracks, seams or sharp corners 
—and all parts can be sterilized. 


Plastics 


Melmac plastic tableware is be- 
ing developed in new designs and 
in a variety of attractive pastel 
colors and brighter shades which 
have a lustrous finish. To add cheer 
and color for tray and dining room 
service, plastic tableware is often 
being used in two colors—for ex- 
ample, a combination of blue and 
rose. Some hospitals prefer green 
for serving salads and select tan 
or ivory for the other dishes. Bright 
colors which appeal to children, 
resistance to breakage and light- 
ness of weight are some of the 
features which make plastic table- 
ware desirable. 

Other new features are that it 
is now designed to conserve space 
in stacking and is available in a 
wider variety of sizes and colors. 
Negligible breakage makes it un- 
necessary to carry a large table- 
ware reserve.—M. G. 
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Master Menus for June 


Menu suggestions are numbered for use with 
the Master Menu* cards. Food items in italic 
type are general menu selections. Complete 
lists can be copied onto numbered transfer 
slips which are then attached to the corre- 
sponding Master Menu card. This process auto- 
matically charts the general and seven most 
commonly used special hospital diets. 


*Copyright 1949 by the American Hospital 


Association. 


JUNE 1 


. Grapefruit Juice 

. Grapefruit Juice 

. Granular Wheat Cereal 
Puffed Rice 

. Poached Egg 

. Bacon 

. Toast 


. Tomato Juice 

. Cheese Crackers 

. Roast Leg of Veal 

. Roast Leg of Veal 

. Potatoes au Gratin 

. Baked Potatoes 

. Green Peas 

. Mashed Summer Squash 
. Molded Black Cherry Salad 
. Creamy Mayonnaise 

. Coconut Custard Pie 

. Baked Custard with Jelly 
. Baked Custard 

. Sliced Oranges 

. Chicken Broth 


. Vegetable Soup 
. Crisp Crackers 
. Braised Beef Cubes and 
Noodles 
. Braised Beef Cubes in Gravy 
. Broiled Steak 
. Paprika Potatoes 
. Spinach, Egg Garnish 
ossed Green Salad 
. Tomato French Dressing 
. Fresh Dewberries 
32. Canned Fruit Cup 
33. Orange Gelatin 
. Fresh Dewberries 
. Pineapple Juice 
Corn Muffins 


or 


JUNE 2 


. Banana 

. Orange Juice 

. Bran Flakes or Farina 
. Scrambled Egg 

. Link Sausage 

. Hot Biscuits - 


. Consommé 


9. 
. Broiled Lamb Chop 
. Mashed Potatoes 
. Steamed Rice 
. Sliced Carrots 
. Fresh Asparagus 
. Iced Green Onions and 
Radishes 


. Strawberry Sundae 
. Vanilla Ice Cream 

. Vanilla Ice Cream 

. Fresh Strawberries 
. Grapefruit Juice 


. Cream of Spinach Soup 

. Croutons 

. Broiled Ham—Banana 
Scallops 

. Creamed Eggs on Toast 

. Cold Sliced Veal 

. Baked Potatoes 

. French Style Green Beans 

. Grapefruit Salad 

. Sherry Dressing 

. Chocolate Cup Cakes 

. Canned Peaches 

. Strawberry Rennet-Custard 

. Fresh Fruit Cup 

. Tomato Juice 

. Bread 


JUNE 3 


1. Sliced Oranges 
2. Apricot Nectar 
3. Rolled Wheat or Corn 


Flakes 
4. Soft Cooked Egg 
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. Grilled Canadian Bacon 
. Raisin Whole Wheat Toast 


. Chicken Bouillon 
. Celery Crackers 


. Broiled Scrod, Chive- Butter 


. Broiled Scrod 


. Scalloped Potatoes 
. Riced Potatoes 
. Green Lima Beans 


. Stewed Tomatoes 


. Jellied Vegetable Salad 

. Mayonnaise Dressing 

. Lemon Meringue Pie 

. Lemon Meringue Pudding 
. Lemon Sherbet 

. Fresh Pineapple 

. Pineapple Juice 


. Corn Chowder 
. Melba Toast 
. Stuffed Green Peppers with 


Sanna Spaghetti, Cheese 


y mained ‘Spaghetti and 


Cheese 


. Cold Salmon with Lemon- 


Celery Hearts 


. Diced Beets 

. Chicory with Sliced Egg 

. Herb French Dressing 

. Fresh Pineapple Cup 

. Grapefruit, Cherry Garnish 
. Cherry Gelatin Cubes 

. Half Grapefruit 

. Apple Juice 


Bread 


JUNE 4 


PO Tee roe 


Orange Juice 

Prune with Lemon Juice 

Crisp Rice Cereal or 
Oatmeal 

Baked Egg 

Grilled Ham 

Toast 


. Consommé 


Paprika Crackers 


. Fried Liver, Bacon 
. Broiled Liver 

. Delmonico Potatoes 
. Cubed Potatoes 

. Whole Kernel Corn 


. Chopped Spinach 


. Stuffed Prune Salad 
. French Dressing 


. Cherry Crisp 


. Caramel Custard 


. Caramel Custard 
. Fresh Cherries 
. Cherry Juice 


. Philadelphia Pepper Pot 


. Crisp Crackers 


. Chopped Beef and Mushroom 


Sauté 


. Minced Beef on Toast 
. Broiled Beef Pattie 
. Paprika Potatoes 
. Green Peas 
. Sliced yf eon ead 
30. French Dressi 
. Date and Nut Torte, Whipped 


Topping 


. Canned Pears 


. Orange Sherbet 


. Unsweetened Canned Pears 
. Grapefruit Juice 


Bread 


JUNE 5 


SON COP whore 


. Half Grapefruit 


Orange Juice 

Hominy Grits or Wheat and 
Barley Kernels 

Poached Egg 

Bacon 

Toast 


. Beef Broth 


Wheat Wafers 


. Baked Stuffed Half Broiler 
. Hot Sliced Chicken 

. Parslied Potatoes 

. Noodles 

. Julienne Green Beans 

. Mashed Squash 

. Cantaloupe Ring and Berry 


Salad 


. French Dressing 

. Black Walnut Ice Cream 
. Vanilla Ice Cream 

. Vanilla Ice Cream 

. Cantaloupe Slices 

. Cranberry Juice 


. Oxtail Soup 
. Crackers 
. Cheese Omelet, Spanish 


Sauce-Oven Fried Potatoes 


. Cheese Omelet 

. Cheese Omelet 

. Baked Potatoes 

. Asparagus Tips 

. Romaine Celery, Ripe Olive 


Salad 


. French Dressing 

. Fresh Strawberries 

. Royal Anne Cherries 
. Lime Gelatin 

. Fresh Strawberries 

. Blended Juice 

. French Bread 


JUNE 6 


. Tomato Juice 
. Grapefruit Juice 
. Corn Flakes or Granular 


Wheat Cereal 


. Soft Cooked Egg 
. Sautéed Chicken Livers 
. Raisin Toast 


. Consommeé 

. Melba Toast 

. Roast Top Sirloin of Beef 

. Roast Top Sirloin of Beef 

. Paprika Onions 

. Steamed Rice 

3. Paprika Onions 

. Chopped Greens 

. Head Lettuce Salad 

. Blue Cheese French Dressing 
ae Whipped Cream 


oll 
R “7 Cream Sponge 


te) 
. Raspberry Gelatin Cubes 
. Fresh Raspberries 
. Apricot Nectar 


. Cream of Corn Soup 
. Toasted Crackers 
. Sliced Potato and Onion 


Salad—Cold Corned Beef 


; —e Baked 
A ay te a Beef, Mustard 
‘6 Baked Sweet Potatoes 


9. Celery and Radishes 


: Orange Cream Pudding with 


Meringue 


. Orange Coen Pudding with 


33. 

. Sliced Oranges 
35. 
36. 


Meringue 
Cream Pudding 


Cherry Juice 
Rye Bread 


JUNE 7 


. Fresh Orange Halves 
. Orange Juice 
. Farina or Shredded Wheat 


. Scrambled Egg 


. Bacon 


. Cinnamon Toast 


. Beef Bouillon 
. Crisp Crackers 


. Baked Pork Chops 


. Broiled Lamb Pattie 


. Scalloped Potatoes 

. Baked Potatoes 

. Kale with Lemon 

. Sliced Beets 

. Spiced Peach Cup Salad with 


Chopped Pepper 


. Mayonnaise Dressing 


. Chocolate Cream Pie 


. Chocolate Cream Pudding 


. Strawberry Rennet-Custard 


. Unsweetened Royal Anne 


Cherries 


. Apple Juice 


. Cream of Tomato Soup 
. Croutons 
. Chicken Chow Mein- 


Chinese Noodles 


. Creamed Chicken on Toast 


. Col 


Squares 
Sliced Beef 


. Paprika New Potatoes 
. Green Beans 


k is Fan Salad, Cherry 


Garnis 


30. French Dressin: 
. White Cake, Strawberry 


Fluff Icing 


. Fruited Gelatin 

. Baked Custard 

. Grapefruit Sections 
. Fruit Juice Punch 


Bread 


JUNE 8 


oon Memb eone 


Banana 

Prune and Lemon Juice 
Wheat Flakes or Oatmeal 
Baked Egg 

Grilled Ham 

Toast 


. Tomato Juice 
. Rolled Stuffed Flank Steak- 


Mushroom Gravy 


. Sliced Broiled Flank Steak 
. French Fried Potatoes 


. Homin 
. Diced 


Grits 
‘ummer Squash 


. Green Peas 
. Sliced Orange and Italian 


Onion Salad 


. French Dressing 
. Coffee Ice Cream 
. Orange Sherbet 
. Orange Sherbet 

. Fresh Pineapple 
. Beef Broth 


. Mulligatawny Soup 
. Crackers 
. Macaroni and Cheese 


Casserole with Corned 
Beef Bits 


. Macaroni and Cheese 


Casserole 


. Hot Sliced Chicken- 


Carrot Quarters 


. Fresh Asparagus 

. Chef’s Salad Bowl 

. Italian Dressing 

. Pear, Apricot and Cherry 


Compote 


. Canned Apricots 
. Raspberry Gelatin 


Unsweetened Canned Fruit 


Cup 
. Grapefruit Juice 


36. Butterscotch Pecan Rolls 


JUNE 9 


(WON Mop whe 


. Blended Juice 
. Blended Juice 
. Rolled Wheat or Rice 


Flakes 
Poached Eggs 
Grilled Sausage Cake 


. Hard Rolls 


Consommé 


. Paprika Crackers 

. Veal en Casserole 

. Broiled Veal Pattie 
. Steamed Rice 


. Steamed Rice 
. Broccoli 
. Mashed Squash 


. Golden Glow Salad 
. Mayonnaise Dressing 


. Strawberry Shortoake, Whip- 


ped Cream 


. Fruited Gelatin, Whipped 


Cream 


. Cherry Gelatin Cubes 
. Fresh Strawberries 
. Pineapple Juice 


2 — and Pineapple 


‘ Broiled Lamb Chop- 


Duchess Potatoes 


. Broiled Lamb Chop 
. Broiled Lamb Chop 
. Baked Potatoes 

. Minted Peas 

. Celery and Radishes 


g Orange “Sponge Cake 
. Orange Sponge Cake with 


Sliced Peaches 


. Vanilla Rennet- Custard 
. Sliced Oranges 

. Beef 
. Bread 


Broth 


JUNE 10 


ee 
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. Fresh Pineapple 
. Orange Juice 


Raisin Bran Flakes 
or Farina 


. Scrambled Egg 


Bacon 
Toast 


Essence of Celery Soup 
Saltines 

Baked Salmon Steak 
Broiled Salmon Steak 
Creamed New Potatoes 
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NOW...A New Kind of Deep Fat Fryer 


by Magic Chef 
SAVES FAT, FUEL, TIME, UPKEEP 


Here is an entirely new deep-fat fryer that will give you 
performance, economy and convenience far beyond any 
fryer you have ever used. Here’s why: 


1. It is easy to clean—no corners to scour, no tubes to 
scrub, Sediment drains off automatically when you open 
a simple valve. 


2. It saves on fat— requires only 30 pounds of oil without 
sacrifice of cooking capacity. Maintains effective 3-inch 
frying depth. 


3. It keeps oil clean and sweet— exclusive Magic Chef 
tank design keeps sediment out of the heat zone. 


4. It saves on fuel—less oil to heat and keep hot. 


-~ 
- 
all 
~~ 
~ 
~ 
™~ 
a) 
~ 
~ 
» 
~ 
P 
-~ 
~ 
~ 
x 
~ 
~ 
= 
~ 
» 
~ 


af! 


5.1t heats fast—holds temperature accurately. Auto- 
matically recovers heat almost immediately after you 
load it. Foods are browned evenly at exactly the proper 
temperature. 


Ask your local Magic Chef Heavy Duty dealer for details 
of this new fryer—or about the full line of Magic Chef 
Heavy Duty Gas Cooking Equipment. If no dealer is listed 
in your phone directory, write American Stove Company. 


PSEVIV I P2702 2 



































ONE SINGLE GAS BURNER does the heating. Ring-type, cross-fire design 
provides extra efficiency. Heats oil efficiently without scorching. NO 


TUBES OR “PLUMBING?” to get out of order. EXCLUSIVE TANK DESIGN is one big difference 


between Magic Chef and ordinary fryers. Cleaning 


A M & & j C A N STOV E C Oo M PA N Y this open vat-type tank is a simple and quick oper- 


ation. Sediment falls and stays in the cool zone at 


3201 HARVARD AVE. e CLEVELAND 5, OHIO the bottom until drained off through valve. 
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. Riced Potatoes 


. Fresh Asparagus 
. Wax Beans 


. Tinted Stuffed Pear Salad 


. Creamy Mayonnaise 
. Black Raspberry Cobbler 
. Royal Anne Cherries 


. Lemon Sherbet 


. Black Raspberries 


. Blended Juice 


. Clam Bisque 
. Crisp Crackers 


. Sptnach Florentine- 


Mexican Corn 


. Fluffy Omelet 

. Fluffy Omelet 

. Parslied Potato Balls 
. Baked Tomatoes 

. Mixed Green Salad 


30. Oil Dressing 


. Cream Cheese, Toasted 


Crackers, Jelly 


. Cottage Cheese, Toasted 


Crackers, Jelly 


. Cherry and Lemon 


Gelatin Cubes 


. Half Grapefruit 


35. Apple Juice 


. Corn Bread 


JUNE 11 


aT ee 


. Fresh Orange Halves 


Grapefruit Juice 


. Granular Wheat Cereal 


or Rice Flakes 
Soft Cooked Egg 
Link Sausage 
Coffee Cake 


Consommé 
Crisp Crackers 


. Baked Ham 

. Broiled Beef Pattie 

. Glazed Sweet Potatoes 
. Cubed Potatoes 

. Cauliflower Polonaise 
. Dice 
‘ alors ag Coconut, Marsh- 


Beets 


mallow Slaw 


. Rhubarb Batter Pudding 
. Baked Fresh Rhubarb 

. Whipped Lime Gelatin 

. Fresh Pineapple 

. Cranberry Juice 


2. Cream of Celery Soup 


. Saltines 
. Grilled Bologna-Scrambled 


Eggs 
. Broiled Chicken Livers 
. Broiled Liver 
. Spanish Rice 
. French Style Green Beans 
. Cucumber, Radish on 


Romaine 


. Russian Dressing 
. Fresh Strawberries 
. Sliced Bananas in 


Apricot Nectar 


. Baked Custard 

. Fresh Strawberries 
. Cherry Juice 

. Cloverleaf Rolls 


JUNE 12 


Oe Men goons 


Banana 


. Blended Juice 


Corn Flakes or Rolled 
heat 

Scrambled Egg 

Bacon 

Raisin Toast 


Jellied Beef Bouillon 


. Toasted Crackers 
. Fried Chicken with 


Cream Gravy 


- Hot Sliced Chicken 


. Mashed Potatoes 

. Steamed Rice 

. Sliced Carrots 

. Chopped Greens 

. Iced Relishes-Celery, 


Olives, Radishes 


: Mint Ice Cream— 


Chocolate Sauce 


. Vanilla Ice Cream— 


Chocolate Sauce 


- Vanilla Ice Cream 
. Cantaloupe Cubes 


. Orange Juice 


. Potage Longchamps 


. Crisp Crackers 


. Cold Plate-Tuna Salad 


Deviled Eggs, Potato Chips 


. Cold Tuna Fish on Lettuce 
- Cold Tuna Fish on Lettuce 
- Baked Potato 


. Chilled Asparagus 
- Tomato Quarters 


. Purple Plums—Ring Cookies 
. Canned Pears—Ring Cookies 
. Raspberry Gelatin 


34. 
35. 
36. 


Unsweetened Canned Pears 
Grapefruit Juice 
Pumpernickel Bread 


JUNE 13 


. Half Grapefruit 
. Apricot Nectar 


Oatmeal or Puffed Rice 


. Poached Egg 


Grilled Ham 
Toast 


Golden Orange Punch 


. Roast Shoulder of Lamb 


with Apricot Stuffing 


. Roast Lamb 


. Paprika New Potatoes 
. Hominy Grits 


Peas and Sliced Mushrooms 


. Broiled Tomato 

. Perfection Salad | 

. Mayonnaise Dressing 

. Banana Cream Pie 

. Banana Cream Pudding 
. Cream Pudding 


20. Unsweetened Canned 


Apricots 


. Chicken Broth 
. Cream of Spinach Soup 


Croutons 


; Spaghetti with Meat Sauce 
. Spaghetti with Tomato 
. Broiled Beef Pattie, Sliced 


. Broiled Egg Plant 

. Chef’s Salad Bowl 

. French Dressing 

. Fresh Fruit Cup 

. Orange and Cherry Cup 

. Strawberry Rennet-Custard 
. Orange and Cherry Cup 

. Apple Juice 

. French Bread 


JUNE 14 


. Blended Juice 
. Blended Juice 
. Crisp Rice Cereal or 


Granular Wheat Cereal 


. Soft Cooked Egg 
. Bacon 
. Orange Raisin Rolls 


. Beef Broth 


. Saltines 

. Veal Cutlet 

. Broiled Veal Chop 

. Baked Noodles 

. Plain Noodles 

. Whole Kernel Corn 

. French Style Green Beans 
. Tomato Aspic Salad Ring 


on Water Cress 


. Sour Cream Onion Dressing 
. Orange Marmalade Bread 


Pudding 


. Bread Pudding 
. Baked Custard 
. Unsweetened Canned 


Peaches 


. Pineapple Juice 


. French Onion Soup 
. Rye Cheese Croutons 
. Salisbury Steak, French 


Fried Potatoes 


. Broiled Lamb Chop 
. Broiled Lamb Chop 
. Parslied Potatoes 

. Sliced Carrots 

. Raw Spinach and 


Radish Salad 


. Oil Dressing 


. Fresh Blackberries 


. Canned Peaches 
. Lemon Sherbet 
. Fresh Blackberries 


. Cherry Juice 


. Braided Rolls 


JUNE 15 


— 
o 


OMI Denypeodes 


Tomato Juice 
Tomato Juice 
Farina or Wheat Flakes 


. Poached Egg 


Grilled Canadian Bacon 
Toast 


Consommé 
Crisp Crackers 


. Braised Beef with Brown 


Gravy 
. Broiled Steak 
. O’Brien Potatoes 


2. Paprika New Potatoes 


. Shoestring Beets 
. Chopped Spinach 
. Molded Lime Cottage Cheese 


i Strawberry Tarts, Whipped 


ream 
. Pear in Strawberry Gelatin 


. Raspberry Sherbet 
. Fresh Strawberries 
. Grapefruit Juice 


. Split Pea and Celery Soup 
. Saltines 
. Eggs Goldenrod in Toast 


ups 
i Eggs Goldenrod in Toast 


ups 
. Fluffy Omelet 
. Baked Potatoes 


. Peas 

. Head Lettuce Salad 

. Chiffonade Dressing 
. Shadow-Layer Cake 
. Grapefruit Sections 

. Soft Custard 

. Grapefruit Sections 

. Orange Juice 

. Bread 


JUNE 16 


Grapefruit Juice 

. Grapefruit Juice 

. Puffed Wheat or Oatmeal 
Scrambled Egg 

Bacon 

Honey Pecan Buns 


Tomato Bouillon 
. Melba Toast 
. Sautéed Liver, Bernaise 


Sauce 
. Broiled Veal Chop 
. Baked Potatoes 
. Baked Potatoes 
. Lima Beans 
. Diced Squash 
. Orange and Walnut Salad 
. Celery Seed Sweet Dressing 
. Peppermint Candy Ice Cream 
. Peppermint Candy Ice Cream 
. Lime Sherbet 
. Sliced Oranges 
. Apple Juice 


. Cream of Pea Soup 

5 isp Crackers 

. Chicken Ham Biscuit Roll, 
Chicken Gravy 

. Creamed Chicken 

. Hot Sliced Chicken 

. Steamed Rice 

. Fresh Asparagus 

. Beet, Pea, Cauliflower 
Salad 

. French Dressing 

. Fresh Pineapple-Chocolate 
Frosted Cake Squares 

. Canned Apricots-Cake 
Squares 

. Raspberry Gelatin 

. Fresh Pineapple 

. Cherry Juice 

. Bread 


JUNE 17 


. Fresh Orange Halves 

. Orange Juice 

Granular Wheat Cereal or 
Corn Flakes 

Poached Egg 

Grilled Ham 

Cinnamon Raisin Toast 


Essence of Celery Soup 
Paprika Crackers 
Fried Scallops, Tartar Sauce 
Broiled Scrod 
. Parslied Potatoes 
. Parslied Potatoes 
3. Green Beans with Minced 
Onion 
. Stewed Tomatoes 
. Black Cherry and Banana 
Salad 
. French Dressing 
. Glorified Rice 
. Rice Pudding 
. Vanilla Rennet-Custard 
. Bing Cherries 
. Pineapple Juice 


. Savory Potato Soup 
. Crisp Crackers 
. Salmon Patties, Mushroom 
Sauce 
5. Salmon Patties 
. Cold Salmon on Lettuce 
. Paprika Potatoes 
. Spinach with Lemon 
. Crisp Celery Hearts 


as 
NESOKSN AP whe 


. Rhubarb Cream Pie 
. Stewed Rhubarb 
. Cherry Gelatin Cubes 
. Fresh Strawberries 
. Grapefruit Juice 
Bre 


JUNE 18 


1. Half Grapefruit 

2. Prune Juice 

3. Crisp Rice Cereal or 
Rolled Wheat 


. Baked Egg 


. Bacon 
. Toast 


. Beef Broth 

. Celery Crackers 

. Country Style Steak 

. Broiled Lamb Pattie 

. Mashed Potatoes 

. Cubed Potatoes 

. Whole Kernel Corn 

. Fresh Asparagus 

. Lettuce Wedge Salad 

. Thousand Island Dressing 
. Canned Boysenberries, Cocc- 


nut Macaroons 


. Lemon Sherbet 
. Lemon Sherbet 
. Unsweetened Canned 


Peaches 


. Blended Juice 


. Cream of Mushroom Soup 
. Saltines 
. Fruit Salad Plate—Pear 


and Peach Halves, Kadota 
Figs, Prune and Cherry 
Garnish 


. Scrambled Egg-Crisp Bacon 
. Broiled Steak 

. Baked Potatoes 

. Baked Tomato 

. Cottage Cheese on Lettuce 


: Butterscotch Nut Pudding 


2. Canned Peaches 


. Cream Pudding 
. Unsweetened Canned Pear 
. Orange Juice 


hole Wheat Date 
Muffins 


JUNE 19 


. Fresh Strawberries 
. Tomato Juice 
. Farina or Wheat and Barley 


Kernels 


1 
2 
3 
. Soft Cooked Egg 
% 
7 
8 


Link Sausage 


. Toast 
. Consommé 


Crisp Crackers 


2 Roast Prime Ribs of Beef 
11. Oven-Browned Potatoes 
12. 

. Broccoli, Club Style 

. Mashed Squash 

. Raw Carrot, Cabbage and 


Roast Prime Ribs of Beef 
Paprika Potatoes 


Spinach Ribbon Mold Salad 


. Mayonnaise Dressing 
. Chocolate Ice Cream 
. Chocolate Ice Cream 
. Chocolate Ice Cream 
. Fresh Pineapple 


Apple Juice 


. Orange Ginger Ale Cocktail 


Casserole 


. Baked Chicken and Noodles 
. Broiled Veal Pattie- 


Sliced Carrots 


. Green Peas 

. Grapefruit Chicory Salad 
. Sherry Dressing 

. Prune Torte, Whipped 


Topping 


. Canned Fruit Cocktail 
. Strawberry Gelatin 
. Unsweetened Canned 


Apricots 


. Chicken Broth 


Bread 


JUNE 20 
. Blended Juice 


. Blended Juice 
. Puffed Rice or Granular 


Wheat Cereal 


. Scrambled Egg 
. Bacon 
. Toast 


. Beef Bouillon 
. Toasted Crackers 
9. Baked Ham Roll with Stuffing 
. Broiled Lamb Chop 
. Fluffy Mashed Potatoes 


. Riced Potatoes 


. Fresh Asparagus 

. Sliced Beets 

. Tossed Green Salad 

. Blue Cheese Dressing 

. Sliced Bananas in Almond 


Soft Custard 


. Almond Soft Custard 
. Almond Soft Custard ; 
. Unsweetened Canned Fruit 


Cup 
. Apricot Nectar 
. Scotch Barley Soup 


HOSPITALS 





“Keeps foods warm 
—or cold—much long- 
er. Insulates against 


NOW—The DEAL 
TABLEWARE /> HOSPITAL USE 


Here at last is the ideal tableware for hospital dining serv- Cuts Your Costs § Ways 
ice, room service and storage of either hot or cold foods— Radenee-Beeehous elnust to Sie 
DEVINE WARE. Stacks in /3 the Space 


i i : Negative Bacteria Count by U. S. Test 
A complete line—dishes, trays ¢ j es 9 
plete line—dishes, trays and food containers siiuineuiiiaaiiiennkaeas alain 


— made of beautiful tasteless, odorless plastic, and Kitchen Noise 
highly non-conductive of heat, cold or sound. Many Heat-proof Material with Covers—Keeps 
exclusive design-engineered features make it a sinipinnlicacelanmembecnigad 


. Easy to Handle—Saves Labor Costs 
better and far more economical means of food f <i 
Strength and Lightness Save on Shipping 


service, public or private. All Plates Same Height for Quick "Yardstick” 
’ ' ? Inventory 
Pioneer and most complete line of perfected plastic tableware 


... DEVINE WARE is proved at the Pentagon Building and 
at Wright Field, where the world’s largest plastic installations 
—250,000 Devine units—are in daily service. Also in use 
by hundreds of hospitals, institutions, universities, schools, 
hotels, restaurants and other public table organizations. 


Hospital dietitians are delighted with the convenience, dura- 
bility, ease of handling, sanitary quality, beauty and economy 
of Devine Ware . . . and it is molded for Devine in tremendous 
quantities by General Electric, the world’s largest, most ex- 
perienced molders of plastics, assuring continuity of supply. 


WRITE TODAY FOR FULL DETAILS, INCLUDING Coffee Cup (D-7) with Saucer (D-9) and Cover (D-10). 
In 12 Beautiful Colors — Aztec or Pastel: Red, Blue, 


“TEAPOT IN A TEMPEST"—THE STORY OF Yellow, Green, Ivory, Tan. Aztec: Melmac-filler, cotton 
DEVINE WARE AT THE PENTAGON. fabric. Pastel: Melmac-filler, alpha cellulose. 


Pioneered and Engineered by Devine 


DEVINE WARE Molded by GENERAL ELECTRIC for YE, 
DEVINE FOODS, INC., 1500 S. Western Ave., Chicago 8, Ill. 


THE ORIGINAL and ONLY COMPLETE LINE of HEAVY-DUTY PLASTIC TABLEWARE... 


MAY 1949, VOL. 23 


PRPOR FERN L EE FF Era 8s Ba 


! 


&/ 


Peiviwse etesvsr ea 





. Saltines 
. Assorted Cold Cuts-Scalloped 


Potatoes with Chives 


. Minced Beef 

. Cold Sliced Beef 

. Baked Sweet Potatoes 

. Stewed Tomatoes 

. Fluted Cucumber Slices on 


Escarole 


. Chiffonade Dressing 
. Cheese Cake with Jelly 


2. Sliced Bananas in Orange 


Juice 


. Whipped Orange Gelatin 
. Grapefruit Sections 

. Cherry Juice 

. Rye Bread 


JUNE 21 


. Grapefruit Juice 


Grapefruit Juice 


. Oatmeal or Rice Flakes 
. Poached Egg 


Bacon 
Cinnamon Buns 


. Jellied Broth, Lemon Slice 


Saltines 


. Beef Stew with Fresh Vege- 


tables and Biscuits 


. Broiled Beef Pattie 
. Baked Potatoes 

. Baked Potatoes 

. Broiled Egg Plant 
. Chopped Spinach 


Pear au Natural Salad 


. Creamy Mayonnaise 
. Ice Cream with Sugared 


Raspberries 


. Vanilla Ice Cream 


. Orange Sherbet 
. Fresh Raspberries 


. Fruit Juice Punch 


. French Tomato Soup 
. Crisp Crackers 


. Sautéed Liver-Potatoes au 


Gratin 


. Broiled Liver 
. Broiled Liver 
. Parslied Potatoes 


. Diced Summer Squash 


. Water Cress-Radish Salad 
. French Dressing 
. Stewed Rhubarb and 


Strawberries 


. Stewed Rhubarb 
. Raspberry Gelatin 
. Unsweetened Royal Anne 


Cherries 


. Pineapple Juice 


Bread 


JUNE 22 


. Fresh Blackberries 
. Apricot Nectar 
. Shredded Wheat or Hominy 


Grits 


. Soft Cooked Egg 


Grilled Ham 


. Bacon Muffins 


. Consommé a la Royal 
. Crisp Crackers 
. Roast Leg of Lamb, Olive 


Gravy 


. Roast Leg of Lamb 

. Mashed Potatoes 

. Cubed Potatoes 

. Parslied Carrots 

. Asparagus 

. Orange and Coconut Salad 
. Fruit Salad Dressing 

. Cottage Pudding, Chocolate 


Nut Sauce 


. Cottage Pudding, Chocolate 


Sauce 
. Cherry and Lime Gelatin 


Cubes 


. Fresh Melon Cup 
. Grapefruit Juice 


. Tomato Juice 
. Crackers with Chive Cottage 


Cheese 


. Egg Cutlets-French Fried 


Potatoes 


. Creamed Eggs 

- Broiled Veal Chop 

. Paprika Potatoes 

. New Beets and Greens 


. Hearts of Escarole 
. Thousand Island Dressing 


. Cantaloupe Cubes with Sweet 


Cherries 


. Sliced Oranges 


. Strawberry Rennet-Custard 


. Sliced Oranges 
. Chicken Broth 
. Cracked Wheat Bread 


JUNE 23 


a, 
2. 
3. 
4. 


84 


Sliced Oranges 
Orange Juice 

Farina or Bran Flakes 
Baked Egg 


. Bacon 
. Toast 


. Beef Bouillon 
. Crisp Crackers | 
. Chicken a la King on 


Melba Toast 


. Hot Sliced Chicken 
. Candied Sweet Potatoes 


2. Steamed Rice 


. Green Peas 

. Baked Tomatoes 

. Carrot and Raisin Salad 

. Mayonnaise Dressing 

. Lemon Chiffon Pie > 

. Lemon Chiffon Pudding 

. Lemon Chiffon Pudding 

. Unsweetened Canned Pears 
. Tomato Juice 


. Cream of Asparagus Soup 
. Croutons 

. Barbecued Beef Patties 

. Broiled Beef Pattie 

. Broiled Beef Pattie 

. Noodles 

. Cut Green Beans 

. Cabbage and Olive Slaw 


: Home Stule Peaches-Peanut 


Butter Cookies 


. Home Style Peaches 

. Orange Gelatin 

. Unsweetened Canned Peaches 
. Grapefruit Juice 

. Hamburger Buns 


JUNE 24 


WOW Ap wHe 


. Half Grapefruit 


Tomato Juice 

Corn Flakes or Scotch Bran 
Brose 

Scrambled Egg 

Link Sausage 

Toast 


Consommé 


. Celery Crackers 

. French Fried Haddock Fillets 
. Broiled Haddock 

. Browned Paprika Potatoes 

. Parslied Potatoes 

. Lima Beans and Corn 

. Diced Summer Squash 

. Sliced Cucumbers with Sour 


Cream and Chopped Chives 


’ Molded Chocolate Pudding, 


Whipped Topping 


. Molded Chocolate Pudding 


. Molded Chocolate Pudding 
. Unsweetened Canned Fruit 


up 
. Apricot Nectar 


. Cream of Chicken Soup 
. Melba Toast 
. Jellied Tomato Ring with 


Shrimp, Pea and Cucumber 
Salad-Potato Chips 


. Hard Cooked Eggs on Lettuce 
. Shrimp, Peas, and Sliced 


Cucumber on Lettuce 
Baked Potato 


‘ Chilled Asparagus 


: Angel Food Cake, Crushed 


Strawberries 


. Half Grapefruit 
. Strawberry Gelatin 
. Fresh Strawberries 
4 er Juice 


read 


JUNE 25 


. Fresh Pineapple 
. Orange Juice 


Granular Wheat Cereal or 
Crisp Rice Cereal 

Poached Egg 

Bacon 

Toast 


. Chicken Broth 

. Crisp Crackers 

. Veal Steak 

. Veal Steak 

. Creamed Potatoes and Onions 
. Noodles 

. Stewed Tomatoes 

. Green Peas 

. Mixed Green Salad 

. Oil Dressing 

. Blackberry Shortcake 
. Soft Custard Fruit Cup 
. Soft Custard 

. Fresh Blackberries 

. Cranberry Juice 


. French Onion Soup 
. Rye Cheese Croutons 
. Stuffed Cabbage with Rice 


and Meat 


. Broiled Lamb Pattie 
. Broiled Lamb Pattie 
. Paprika Potatoes 


. Quartered Carrots 
. Cantaloupe Ring and Halved 


Strawberry Salad 


. French Dressing 
. Coconut Lemon Layer Cake 


2. Cherry Gelatin 


. Cherr 
. Half 

. Apple Juice 
. Bread 


Gelatin 
rapefruit 


JUNE 26 


. Fresh Blueberries 
. Blended Juice 
. Crisp Corn Cereal or Rolled 


Wheat 


. Scrambled Egg 
. Grilled Canadian Bacon 


Whole Wheat Raisin Toast 


. Beef Broth 

. Saltines 

. Roast Duck, Onion Sage 
Stuffing 

. Broiled Steak 

. Whipped Potatoes 

. Baked Potatoes 

. Parslied Cauliflower 

. Shoestring Beets 

. Pickled Peach, 


Cream Cheese 
and Ripe Olive Salad 


. Creamy Mayonnaise 

. Raspberry Sherbet 

. Raspberry Sherbet 

. Raspberry Sherbet 

. Unsweetened Canned Royal 


Anne Cherries 


. Orange Juice 


. Duchess Soup 

. Crisp Crackers 

. Deviled Eggs-Potato Salad 
. Creamed Sweetbreads on 


Melba Toast 


. Broiled Sweetbreads 

. Baked Sweetpotatoes 

. Green Beans with Pimiento 
. Sliced Tomato Salad 

. Mayonnaise Dressing 

. Fruit Cup—Oatmeal Cookies 
. Canned Fruit Cocktail 

. Baked Custard 


. Fresh Fruit Cup 
. Cherry Juice 
. Bran Refrigerator Rolls 


JUNE 27 


OM oA eotor 


. Half Grapefruit 


Grapefruit Juice 
Farina or Wheat Flakes 
Soft Cooked Egg 
Bacon 


. Blueberry Muffins 
. Cranberry and Apple Juice 


. Baked Pork Chops 


. Roast Beef 
. Stuffed Baked Potatoes 


. Hominy 
. Mustard Greens 


Grits 


. Sliced Carrots 
. Orange and Avocado Salad 
. French Dressing 


. Baked Rice and Raisin 


Custard 


. Baked Rice Custard 
. Baked Custard 

. Orange Sections 

. Chicken Broth 


. Cream of Celery Soup 


. Crisp Crackers 
. Veal Soufflé, Parsley Sauce, 


Jelly 
. Veal Soufflé, Parsley Sauce, 


Jelly 


. Broiled Veal Chop 
. Paprika Potatoes 
. Peas and Diced Celery 


. Hearts of Lettuce 


. Chiffonade Dressing 
. Royal Anne Cherries 
. Royal Anne Cherries 
. Raspberry Gelatin 


Fresh Pineapple 


. Grapefruit Juice 
. Butterscotch Curls 


JUNE 28 
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. Tomato Juice 


Tomato Juice 

Corn Flakes or Granular 
Wheat Cereal 

Scrambled Egg 

Bacon 


. Toast 
. Pineapple Juice 


. Roast Lamb-Mint Sauce 
. Roast Lamb 

. Mashed Potatoes 

. Steamed Rice 

. Broccoli Polonaise 

. Mashed Squash 


. Stuffed Pear with Strawberry 


Cream Cheese 


. French Dressing 

. Apricot Whip 

. Apricot Whip 

. Strawberry Gelatin 
. Fresh Strawberries 
. Beef Bouillon 


. Cream of Mushroom Soup 


Crisp Crackers 


Salad Plate—Cantaloupe Rin q, 


Diced Fruit, Blackberries 


. Baked Rice and Cheese 
. Cold Roast Beef-Celery and 


Radishes 


: Fresh Asparagus 
. Sliced Oranges on Cress 


. Applesauce Cake, Raisin Icing 
. Canned Peaches 

. Chocolate Rennet-Custard 

. Unsweetened Canned Peaches 
. Fruit Juice Punch 

. Banana Bread Cream Cheese 


Sandwich 


JUNE 29° 


lad ed) 
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. Banana 
. Orange Juice 
. Oatmeal or Puffed Wheat 


Poached Egg 
Link Sausage 
Hot Biscuits 


. Consommeé 

. Toasted Crackers 

. Sautéed Liver 

. Broiled Liver 

. Scalloped Potatoes 

. Paprika Potatoes 

. Swiss Chard 

. Sliced Beets 

. Shredded Raw Carrot and 


Raisin Salad 


. Cooked Dressing 

. Burgundy Cherry Ice Cream 
. Burgundy Cherry Ice: Cream 
. Lemon Sherbet 

. Fresh Cherries 

. Apricot Nectar 


. Cream of Spinach Soup 


. Croutons 
. Ham and Fresh Asparagus 


Spears on Toast, Cheese 
Sauce 


. Asparagus on Toast, Cheese 


Sauce, Crisp Bacon 


. Cold Roast Lamb 


. Baked Potatoes 
. Broiled Tomato 
. Shredded Cabbage Slaw 


. Pineapple Bavarian Cream 
. Fruited Gelatin 

. Baked Custard 

. Unsweetened Canned Fruit 


up 
. Grape Juice 
Bread 


JUNE 30 


. Fresh Strawberries 
. Apricot Nectar with Lime 


Juice 


. Rice Flakes or Rolled Wheat 
. Soft Cooked Egg 
. Bacon 


. Toast 


. Beef Bouillon 


Crisp Crackers 


. Corned Beef 

. Broiled Veal Pattie 

. Parslied Boiled Potatoes 

. Hominy Grits 

. Boiled Quartered Cabbage 
. Sliced Carrots 

. Tomato Aspic Salad on 


Curly Endive 


. Onion Sour Cream Dressing 
. Apple-Raisin Pie 

. Applesauce, Vanilla Cookies 
. Vanilla Rennet-Custard 

. Half Grapefruit 

. Blended Juice 


. Chicken-Rice Broth, Lemon 


Slice 


. Saltines 
. Beefsteak Pie, Fluted Potato 


Crust 


. Broiled Steak 

. Broiled Steak 

. Parslied Potato Balls 

. Green Beans - 

. Julienne Beets on Romaine 

. Horseradish French Dressing 
. Watermelon 

. Grapefruit and Orange 


Sections 


. Lime Gelatin 
. Watermelon Balls 
. Cherry Juice 
. Orange Rolls 
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A check on acceptability of 


clinical thermometers 


DEWEY H. PALMER 


HOUGH CONSIDERABLE improve- 

ment has been made in the 
quality of clinical thermometers 
during the past few years, there is 
still much that must be done. Tests 
made on a large group of ther- 
mometers purchased by hospitals 
in 1948 showed that 19 per cent 
failed to meet the-requirements of 
the current commercial standard 
CS 1-42. 

Similar tests in previous years 
indicated failures ranging from 40 
to 50 per cent. Further improve- 
ment is possible but, according to 
the American Hospital Association’s 
Committee on Purchasing, Simpli- 
fication and Standardization, it will 
require the cooperation of hospi- 
tals themselves. 

The tests in 1948 were made on 
747 thermometers from new stocks 
of hospitals that are members of 
.the Hospital Bureau of Standards 
and Supplies, Inc. The National 
Bureau of Standards of the U. S. 
Department of Commerce conduct- 
ed these tests for the hospital 
bureau. 

In view of the dependence of the 
medical profession on clinical ther- 
mometers, there seems to be no 
excuse for the 19 per cent failures 
in accuracy and other require- 
ments. An editorial in the Journal 
of the American Medical Associa- 
tion emphasized the importance of 
the clinical thermometer as an “in- 
strument of precision.” 

It said: “There is no instrument 
of precision that is more valuable 
in the diagnosis and prognosis of 

Mr. Palmer is research director for the 


Hospital Bureau of Standards and Supplies 
Inc., New York City. — 
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disease than the clinical thermom- 
eter.” 

To meet the requirements of the 
medical profession for a precision 
instrument, commercial standard 
CS 1-42 has set precise tests for 
accuracy. For example, in testing 
a thermometer against a standard 
certified thermometer the differ- 
ence in readings at 98° must not 
differ by more than 0.2° Fahren- 
heit. This represents a 0.4° toler- 
ance and is probably the most im- 
portant single requirement included 
in the commercial standard. It is 
not too exacting since it was pre- 
pared by a committee representing 
manufacturers as well as distribu- 
tors and users. 

The commercial standard also 
includes tests for retreating index, 


separated mercury column, failure 
to repeat readings, hard shakers, 
defects in glass and defective ink- 
ing. It sets dimensional require- 
ments which establish limits for 
the type and size of graduations 
and limits for the numerical mark- 
ings. 

Practically every thermometer 
sold to a hospital today comes with 
a certificate which guarantees it to 
meet the requirements established 
by this commercial standard. Ac- 
cording to the labeling require- 
ments of the Food, Drug and Cos- 
metic Act, any thermometer manu- 
facturer who labels a_ product 
which fails to come up to the re- 
quirements is subject to prosecu- 
tion. Under these conditions it 
would be reasonable to expect 
practically 100 per cent compliance 
with requirements of the commer- 
cial standard. The extensive tests 
referred to disclosed, however, that 
there are very few brands sold to 
hospitals which show failures run- 
ning less than 10 per cent. 

The products of 14 companies 
were included in these tests. Prices 
of thermometers ranged from $54 
to $99 per gross. No relationship 
was found between price and qual- 
ity. In fact, one of the best ther- 
mometers tested was in the lower 
price range while the poorest show- 
ing was made by the highest priced 
thermometer. 

Of the 19 per cent failures, 17 
per cent were for causes which 
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Clinical thermometer failures 


A total of 142 of 747 thermometers failed to pass the. 
National Bureau of Standards tests for compliance 
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affect the accuracy of the instru- 
ment—excessive correction, separ- 
ated mercury column and failure 
to repeat readings. 

This situation obviously repre- 
sents a breakdown in quality con- 
trol measures all along the line. 
The manufacturer is not checking 
quality carefully enough, the reg- 
ulatory department of the Food 
and Drug Administration is failing 
to make manufacturers live up to 
statements on the labels of ther- 
mometers, and hospitals are not 
checking shipments of thermom- 
eters upon delivery for compliance 
with standards. 

For several years the poor qual- 
ity of thermometers sold to hospi- 
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Test Failures 


Test results classified ac- 
cording to company or sup- 
plier showed that 7.4 to 53.3 
per cent of the clinical ther- 
mometers failed to meet the 
commercial standards. Ther- 
mometers under two brand 
names showed no failures in 
this test series. 


No. in No. Per cent 
Company test failed failed 


30 16 53.3 
23 10 43.5 
24 8 33.3 
47 14 29.8 
35 9 25.7 
47 10 21.3 
24 5 20.8 
23 4 17.4 
103 18 beg | 
129 22 17.1 
24 3 12.4 
83 10 12.0 
47 5 10.6 
108 8 7.4 
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tals has concerned the Association’s 
Committee on Purchasing, Simpli- 
fication and Standardization. This 
committee’s efforts and the pub- 
licity given the results of tests in 
years past undoubtedly had some- 
thing to do with the improvement 
that has been made. 

The committee offers several im- 
portant suggestions for bringing 
about a still greater improvement 
in the situation. 

1. Hospitals should insist upon 
the company giving a guarantee of 
compliance with commercial stand- 
ard CS 1-42 on every invoice for 
thermometers. This is the latest 
revision of the standard. All ther- 
mometers with certificates which 
refer to the old standard CS 1-32 
should be refused. 

2. Hospitals might well place or- 
ders on the condition that the num- 
ber of thermometers in any ship- 
ment which fail to comply with the 
standard shall be replaced or a 
credit extended for them. The 
number of thermometers to be re- 
placed can be based on the per- 
centage failure as shown by sample 
tests. 

3. Samples from all large ship- 
ments should be submitted to the 
Thermometry Section, National 
Bureau of Standards, Washington, 
D. C., for test. No less than 12 
thermometers from any shipment 
should be tested. The cost of these 
tests is 15 cents for each thermom- 
eter. 

Certain precautions can be taken 
which will increase the life of ther- 
mometers. They should not be left 
immersed in soap solutions. Soap 
solutions are more detrimental to 
the pigment of thermometers than 
any of the disinfecting solutions. 
Neither should the thermometers 
be scrubbed with a brush. The 


IN TESTING clinical thermometers, the 
National Bureau .of Standards places 
them in a well-stirred, heat controlled 
water bath. There they are heated to 
several test temperatures. 

At left (above) the operator, Mrs. 
Josephine Timko, is determining the tem- 
perature of the bath by reading a stand- 
ard thermometer with the aid of a tele- 
scope. Next the position of the mercury 
column of each thermometer is read (cen- 
ter) and the error noted. 

The thermometers then are placed in 
a centrifuge for a “hard-shaker" test 
(right) to eliminate those which do not 
shake down easily. The centrifuge, oper- 
ating at a predetermined speed, exerts 
a force comparable to that used by the 
average person in throwing back the 
mercury column. 

During the last fiscal year (1948) the 
bureau of standards sample-tested 109,- 
311 clinical thermometers for other gov- 
ernment agencies and for the public. 


proper procedure is to wash them 
with cotton or gauze in a soap solu- 
tion, rinse in cold water and then 
place them in a suitable disinfect- 
ing solution for one to five minutes. 
If thermometers are immersed in 
disinfectants for long periods of 
time, the pigment tends to loosen. 

Since the National Bureau of 
Standards is conducting research 
for improved clinical thermome- 
ters, it is possible that a plastic 
pigment will soon be developed 
which is more universally resistant 
to the antiseptics in common use 
and to the mechanical cleaning 
processes usually employed. In the 
experiments conducted, thousands 
of thermometer stems are subject- 
ed to rigorous tests. 

Statements that thermometers 
may be left in the mouth less than 
three minutes are not acceptable 
to the Food and Drug Administra- 
tion. For rectal temperatures the 
minimum time is four minutes. 





The Purchasing department is edited 
by Leonard P. Goudy, purchasing spe 
cialist. 
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In your x-ray department... 


No question 
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Use Expose with Process with 
KODAK FILM=— KODAK SCREENS KODAK CHEMICALS— 
BLUE BRAND three types liquid or powder 
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Unrormiry is doubly assured with the basic x-ray products bearing 
the “Kodak” label. Not only are the film, screens, and chemicals made to 
work together .. . but, in addition, all are so unvarying in characteristics 


that proper handling will always produce dependable results. 


KODAK PRODUCTS FOR RADIOGRAPHY 


Blue Brand and No-Screen Medical X-ray Films . . . Photoflure Films for photo- 
radiography . . . Periapical and Occlusal Dental X-ray Films . . . Fine-Grain, High- 
Definition, and Ultra-Speed X-ray Intensifying Screens . . . Exposure Holders . . . 
Safelight Lamps and Filters . . . Identification Printer . . . Processing Hangers . . . 
Liquid and Powder X-ray Developers, Fixers, and Replenishers . . . Electric 
Chemical Mixers ... Thermometers... Film Corner Cutter. . . Illuminators. 


EASTMAN KODAK COMPANY, Medical Division, ROCHESTER 4, N. Y. ys 


“Kodak” is a trade-mark y. 4 
~ Koda 


MAY 1949, VOL. 23 





FOU OU UA UCU UUM 


Current price trends 





ONTINUED WHOLESALE price de- 
® clines in March surprised no 
one. There were no startling, dras- 
tic declines as in early February, 
but the downward trend still was 
evident. The value of the dollar 
crept upward as goods continued 
to move slowly and wholesalers 
were concerned about the probable 
effects of slackening employment 
and wage income. 

To purchasers it seemed that 
buyers’ markets were at last on 
the way. Hospitals took notice 
when most leading manufacturers 
lowered prices on sheets and pillow 
cases by about five to 10 per cent 
on the various types and sizes. 
Prices of penicillin were reduced 
to the lowest level since the drug 
became available in commercial 
quantities. 

Of greatest significance, food 
prices continued to go down gradu- 
ally despite price supports for agri- 
cultural products. In March the 
Department of Agriculture an- 
nounced that wholesale farm prices 
had declined an average of two per 
cent a month since last July. By 
early April they were more than 16 
per cent below the January 1948 
peak. 

In late February the average 
price of corn was 32 cents below 
the national average loan rate but 
was expected to increase this 
spring. Because supplies of most 
fruits are smaller, prices in March 
and April were higher than those 
of a year ago. 

Farmers and purchasers alike 
continued to wonder about the na- 
tion’s meat supply. Meat produc- 
tion decreased seasonally from De- 
cember to February, but prices of 
meat and meat animals continued 
to decline. Meat output during the 
second quarter of 1949 promises to 
be greater than a year ago and 
prices are expected to decrease. 

Even with high production of 
foods and lowering prices, there 
was little talk of poor markets early 
in April. For the most part, de- 
clines during 1948 and early 1949 
represented adjustments to sharply 
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increased supplies of many agri- 
cultural commodities and substan- 
tial improvement in the world food 
situation. Those adjustments still 
are taking place and will probably 
continue through early summer. 
Surprisingly enough, many com- 
modity prices have not tumbled as 
rapidly as predicted. Average pri- 
mary market prices declined 0.2 
per cent in the week ending March 
22, according to the Bureau of La- 
bor Statistics. The index stood at 
158.2 per cent of the 1926 average, 
0.2 per cent lower than in mid- 
February and 2.6 per cent less than 
the comparable week in 1948. Low- 


er prices for textiles and building 
materials were the principal fac- 
tors in what appeared to be a more 
general decline. 

Nevertheless an over-all price 
decline now is certain. Several 
manufacturers of wool fabrics an- 
nounced that their fall lines will be 
reduced an average of five per cent 
from spring levels. Prices of soft 
coal in West Virginia were reduced 
15 cents to 40 cents a ton on the 
various sizes by one of the coun- 
try’s largest producers. Greater de- 
clines for chemicals and _ allied 
products were expected. 

Meanwhile the prices of most 
drugs have gone up. Increases 
average about six per cent higher 
now than at this time last year. 
Supplies of medicants and almost 
all pharmaceuticals are now good 
and drug prices are expected to 
stay fairly close to current levels. 
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COMMODITY 


All commodities 
Farm products 
All foods 
Textile products 
Fuel and lighting 
materials 
Metal and metal 
products t : 1 
Building materials ........193. B 1 
All others* ; ; 1 
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miscellaneous commodities. 


Source: Bureau of Labor Statistics. 


TABLE 1—CAUTIOUS DECLINE 


Weekly Index Numbers of Wholesale Prices—1926=100 


*Includes chemicals and allied products, hides and leather products, housefurnishing goods and 


The new weekly index is designed as a weekly counterpart of the monthly wholesale price index 
and is not comparable with the old weekly index previously issued. Since the new weekly index 
is based on a sample of about one-eighth of the commodities in the comprehensive sample, 
however, the monthly index should be used for fuller coverage. 


% of Change 
3-23-48 1-4-49 


to to 
3-22-49 3-22-49 


March March 
8 22 

1949 1949 
158.2 

170.1 

160.8 

139.5 


135.5 


March 


199.3 
131.8 








Feb. Feb. 


COMMODITY 


All commodities 

Farm products 

Foods 

Textile products .... 

Cotton goods 

Fuel and lighting materials 

Anthracite coal 

Bituminous coal .... 

Electricity 

eee 

Building materials 

Brick and tile 

Cement 

Lumber 

Paint and Paint materials 

Plumbing and heating materials 

Structural steel 

Other building materials 

Drugs and pharmaceutical 
materials 

Raw materials 

Semi-manufactured articles -....... 

Manufactured products 

Purchasing power of dollar 


*Figures not available at press time. 
Source: Bureau of Labor Statistics. 
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TABLE 2—PURCHASING POWER RISE 


Monthly Index Numbers of Wholesale Prices—1926=100 


Feb. Feb. Feb. Feb. Jan. 
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Preparing the patient for early 


postoperative ambulation 


ARLY POSTOPERATIVE ambula- 

tion has advanced from the 
status of a clinical experiment to 
that of an established procedure. 
A six-year study of early ambula- 
tion by Dr. James B. Blodgett, as- 
sociate in surgery at the Peter Bent 
Brigham Hospital, Boston, fur- 
nishes information on the preop- 
erative and postoperative routines 
necessary to prepare the patient for 
early rising. Results of his study 
were reviewed in the March 1949 
Bulletin of the New York Academy 
of Medicine. 


BENEFITS 


Dr. Blodgett found many strik- 
ing benefits of early rising. Patients 
returned to normal strength and 
activity more rapidly. Their out- 
look and morale were better. The 
onset of weakness, which comes 
with prolonged bed rest, was pre- 
vented. Wound pain appeared to 
be diminished in degree and extent. 
The amount of required nursing 
care was less and patients were 
more independent. There was a 
lower incidence of urinary reten- 
tion, particularly in men who were 
allowed to stand to void. No de- 
monstrable increase in postopera- 
tive complications was observed. 

Data on 504 patients who prac- 
ticed early rising were correlated 
with data on a control series of 
680 patients who remained in bed 
for at least seven days after op- 
erations. Major intra-abdominal 
Operations and herniorrhaphies 
were performed on all patients 
Studied. 

When data on each postoperative 
Complication was cross-analyzed 
for the type of operation, type of 
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anesthesia and age of the patient, 
it could not be shown that early 
rising increased the incidence of 
such postoperative complications. 

The statistical incidence of at- 
electasis was 6.2 per cent among 
the late rising group and 6.3 per 
cent among the early risers. Throm- 
bophlebitis of the deep veins of the 
legs occurred in 1.9 per cent of 
late risers and 2 per cent of the 
early risers. Among the late risers 
the incidence of wound disruption 
was 2.7 per cent whereas in the 
early-rising group it was 1.2 per 
cent. Wound infection occurred in 
4.4 per cent of the late risers and 
in 2.8 per cent of the early-am- 
bulated group. 

Follow-up data on 421 inguinal 
herniorrhaphies varied from six 
months to six years with an av- 
erage of two years. In cases of in- 
direct hernias, the incidence of 
recurrence was 4 per cent among 
the late risers and 3.1 per cent 
among early risers. Recurrence 
among patients with direct hernias 
also was higher (12.5 per cent) 
among the late risers than among 
the early risers (9.4 per cent). 

The foregoing data and clinical 
experience have provided some 
definite ideas about the practice of 
early rising and its limitations. 
Rising and walking should be just 
a part of an over-all program to 
rehabilitate the postoperative pa- 
tient. Briefly, such procedure is as 
follows: 





The Medical Review department is 
edited by Charles T. Dolezal, M.D., 
secretary of the Council on Profes- 
sional! Practice. 





Before operation, the patient is 
told that postoperatively, certain 
activities are beneficial and will be 
encouraged. He is informed that 
he will be asked to take deep 
breaths and to turn over at inter- 
vals even though this may be un- 
comfortable. He is taught the tech- 
nique of getting out of bed and 
also a group of leg and foot exer- 
cises. At this time he is advised to 
practice using the urinal in bed for 
the purpose of breaking the reflex 
inhibition against voiding in bed 
which he was taught in childhood. 

After operation he is turned over 
at least every two hours. When 
he is conscious, he is reminded to 
take one or two deep breaths every 
five minutes. He is urged to exer- 
cise his feet and legs about 20 
times each hour. These exercises 
consist of strong dorsiflexion and 
plantarflexion of the feet and toes 
and flexion of the knees and hips. 


ARISING 


When the patient first gets out 
of bed, he is helped in such a man- 
ner as to put a minimum strain on 
the muscles in the region of the 
operation. This is done by turning 
him onto the side of his operation, 
in which position he flexes his hips 
and knees to bring his lower legs 
to the edge of the bed. He is then 
assisted up sidewise to a sitting 
position on the edge of the bed. 

It is considered important that 
patients wear their usual heels 
when they walk after an operation. 
This is particularly true of women 
who may have tight heel cords. 
Walking in flat slippers might 
strain the small plantaris muscle 
and initiate a pathological se- 
quence, which would result in 
deep leg vein phlebitis. 

As the patient stands erect, he 
is encouraged to take deep breaths 
and to cough several times. This 
is designed to rid his bronchial 
tree of any secretions which may 
be present. He is then encouraged 
to walk some 10 to 30 feet and 
allowed to sit in his chair for no 
longer than it takes the nurse 
to straighten ‘the bed. He then 
takes another short walk and is 
put back into bed, repeating in 
reverse the steps of rising. 

The patient is gotten out of bed 
and exercised two or three times 
during the first day. With each 
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rising, his strength and confidence 
increase. He is not allowed to sit 
in the chair more than five min- 
utes at a time. If he wishes to 
stay out of bed, he is advised to 
get up from the chair and to walk 
about every five minutes. The 
reason for limiting the period of 
sitting down is that this sitting 
position encourages venous stasis 
and may well lead to thrombosis, 
if long intervals of sitting in a 
chair are permitted. 

As soon as practical, the patient 
is allowed to go to the bathroom. 
This obviates the need for bed- 
pans. About the fourth day the 
patient is able to get out of bed 
himself and begins to take part 
in a small but definite social life 
of the hospital. 

Two interesting and unforseen 
sidelights have appeared as a re- 
sult of instituting early ambula- 
tion. First it is found that present 
hospital architecture is inadequate 
to meet the increased demand on 
ward lavatories. In planning for 
new buildings, hospitals must in- 
clude more lavatories per bed. An 
important corollary to this is that 
the nursing service has been re- 
lieved of a considerable amount 
of postoperative bedside care. 

The second sidelight is that the 
additional visiting between rooms 
has made it necessary for the ad- 
ministrative authorities to relax 
established hospital. rules against 
such practice. 


Residency approvals 


Issuance of temporary approvals 
for residency training programs, 
pending inspection, was discon- 
tinued January 1, 1949, by the 
American Medical Association’s 
Council on Medical Education in 
Hospitals. This action, reported in 
the March 19 Journal of the Ameri- 
can Medical Association, was taken 
in concurrence with the Advisory 
Board for Medical Specialties. 
Hereafter residency training pro- 
grams will be considered for ap- 
proval only after they have been 
inspected by representatives of the 
council. 

At the end of the war there was 
a tremendous expansion of resi- 
dency training programs to accom- 
modate returning veterans. It was 
essential to develop a procedure 
that would permit the prompt 
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handling of the large number of 
applications for approval of newly 
created residencies. Accordingly, 
in February 1946, the council in 
conjunction with the Advisory 
Board for Medical Specialties and 
the individual American boards 
adopted a plan of granting tempo- 
rary approval to hospitals that sub- 
mitted sufficient information about 
their training programs to enable 
the council to make a tentative 
evaluation of their adequacy. Hos- 
pitals granted such temporary ap- 
proval were inspected as quickly 
as possible, and after inspection 
either they were given full ap- 
proval or their approval was with- 
drawn. 

This program of granting tempo- 
rary approvals made it possible in 
the space of three years to increase 
the number of approved residencies 
from approximately 5,000 to more 
than 15,000. In general the pro- 
gram has worked well although in 
some instances hospitals would not 
have been approved had they ac- 
tually been inspected. 

Discontinuance of temporary ap- 
provals has not halted the expan- 
sion of residency training. It will 
now be possible to inspect all hos- 
pitals making application before 
granting approval. Such approval, 
based on the actual inspection of a 
hospital, is essential for the main- 
tenance of high standards of gradu- 
ate training. 

Those hospitals holding tempo- 
rary approval as of January l, 
1949, will continue to hold such ap- 
proval until they are inspected. 

The council plans to inspect all 
of these hospitals soon. On the 
basis of the findings, the council in 
concurrence with the specialty 
boards will decide whether to grant 
these residencies full approval or 
to discontinue approval. 


Salt substitute 


All salt substitutes containing 
lithium chloride have been recalled 
from the market by the U. S. Food 
and Drug Administration. This ac- 
tion followed the reports of three 
deaths and nine cases of poisoning 
from a liquid salt substitute con- 
taining lithium. A general warning 
also has been issued by the Ameri- 
can Medical Association’s Council 
on Pharmacy and Chemistry. 
Lithium preparations are used 





in both powder and liquid form to 
provide food flavoring for persons 
with heart and kidney diseases 
when salt is restricted as a part 
of their treatment. 

Pharmacologic studies reveal 
that lithium is rapidly absorbed 
by the body and may affect the 
central nervous system, the diges- 
tive system and the heart. Sodium 
depletion in persons on a low salt 
diet apparently increases their sus- 
ceptibility to poisoning from lith- 
ium salts. 

Early symptoms of lithium poi- 
soning are similar to those of heart 
and kidney diseases, which require 
a salt-free diet. They include 
drowsiness, weakness, loss of ap- 
petite, nausea, tremors and blur- 
ring of vision. 

Medical authorities now believe 
that salt substitutes require fur- 
ther study before they are recom- 
mended to patients as being en- 
tirely harmless. 


Metopon hydrochloride 

Nearly a year ago, metopon 
hydrochloride, a derivative of mor- 
phine, was made available on pre- 
scription like other narcotics. It 
continues to be offered in capsule 
form only, for oral administration, 
and to be recommended for the 
treatment of chronic pain where 
an opiate is indicated. 

When first introduced in 1946, 
this new morphine derivative was 
made available to physicians un- 
der certain restrictions and under 
the supervision of the National 
Research Council’s Committee on 
Drug Addiction. Its advantages at 
that time were listed as freedom 
from side-effects, analgesia with 
little sedation, and slower develop- 
ment of tolerance and addiction 
than with morphine or other of its 
derivatives. (See HOSPITALS, Octo- 
ber 1947.) 

A recent experiment in the clin- 
ical evaluation of metopon is ana- 
lyzed in the January 28, 1949, Pub- 
lic Health Reports of the Federal 
Security Agency. Following is 4 
summary of the findings, based on 
treatment of 3,604 physicians: 

1. Metopon hydrochloride is an 
effective analgesic for chronic pain. 
Its use is accompanied by a high 
incidence of mental clarity and a 
low incidence of side reactions. 

2. Since cross tolerance between 
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other narcotics and metopon seems 
to exist and since the latter does 
not fully satisfy an established de- 
pendence, the use of metopon is 
more satisfactory in cases receiving 
little or no previous narcotic medi- 
cation. Tolerance to metopon de- 
velops more slowly than tolerance 
to morphine. 

Of particular significance is the 
evidence that metopon is effective 
in relief of pain by oral adminis- 
tration, that it is relatively free 


from side reactions such as nausea, 
vomiting and mental depression, 
and that it gives the best results 
when employed early before toler- 
ance to and dependence on other 
narcotics has developed. 

Metopon was administered to 500 
patients during a period of four 
or more weeks. Of this number, 
381 persons or 76 per cent showed 
no apparent tolerance. Some dimi- 
nution in the effect of the drug was 
noted after administration for one 
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MORE THAN 20,000,000 
HYPODERMIC NEEDLES 


were made last year from 


“18-8” THE Safe STAINLESS STEEL 


signifies a composition of 18% Chromium, 8% 
Nickel, .08 % Carbon (max.), remainder Iron. Regardless 
of trade name or producer, this composition, when prop- 
erly processed, fully meets Federal Specification GG-N-196 
governing diameter, wall thickness, corrosion resistance 
and bending requirements of hypodermic needle cannulae. 
These specifications were first published in 1937 after long 
experimentation and testing. They were unchanged during 
the war, they remain unchanged today. They have governed 
the production and acceptance of astronomical millions 


Bishop was the first—anywhere—to commercially pro- 
duce “18-8” hypodermic needle tubing. Since starting in 
1931, the total footage this company has supplied to other 
needle manufacturers and has used in its own production 
of Bishop Blue Label, Bishop Albalon, Bishop Spinal and 
all other Bishop needles runs into millions of feet. The 
stuff is tough—safe and corrosion resistant throughout. 
Why risk needles made of untried structures or unsafe 
alloys? More detailed metallurgical information will be 
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week or more but the evidence as 
a whole indicated a slower devel- 
opment of tolerance than is to be 
expected with similar administra- 
tion of morphine. Addiction to 
morphine may appear within a few 
weeks and usually is established 
in two months. 


"Single shot" syringe 
A one-dose, discardable hypo- 
dermic syringe, intended primarily 
for military and other field uses, 
has been perfected by Robert P. 
Scherer and John Otto Scherer of 
Detroit. It was described in a re- 
cent issue of Science News Letter. 
The dose of drug or serum, al- 
ready in the syringe, is separated 
by a diaphragm from a compart- 
ment which holds the needle. The 
needle is supported by a suitable 
guide, its point aimed at a sealed 
aperture. All parts are sterilized. 
To put into use, the aperture is 
set against the point of injection 
and pressure is applied to the 
plunger. This causes the needle to 
thrust forward through the seal 
and into the patient’s muscle. The 
other end of the needle pierces the 
diaphragm and the stored serum 
then is injected in the usual man- 
ner. 


Spastic muscle relaxant 


Tolserol, now available in this 
country, offers a new method in 
treating certain neuromuscular dis- 
orders including hemiplegia, Park- 
inson’s syndrome, multiple sclerosis 
and other spastic conditions. 

Administered either orally or in- 
travenously, tolserol has a relaxant 
effect on muscular spasm, spastic- 
ity and rigidity and an ameliorat- 
ing effect on tremor and involun- 
tary movement of extrapyramidal 
origin. 

In patients who are benefited, 
tolserol medication tends to reduce 
exaggerated reflexes to normal 
without affecting normal reflexes. 
The muscular relaxation produced 
by this drug is similar in appear- 
ance to that produced by curare 
alkaloids. Orally, even in_ high 
doses, tolserol is free from toxic 
effects. 

Original work on this drug, also 
known as myanesin, was done by 
English and Canadian investigators 
who first used it as an adjunct to 
anesthesia for surgical patients. 
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RALPH B. BERSELL, administra- 
tive assistant at the Branch County 
Community Health Center at Cold- 
water, Mich., has been appointed 
administrator of the center. Mr. 
Bersell is a personal member of the 
American Hospital Association. 





L. F. C. KIRBY, assistant director 
of the Vancouver (B. C.) General 
Hospital, has been appointed direc- 
tor of the Royal 
Columbian Hos- 
pital at New 
Westminster, B. 
C. His appoint- 
ment will be- 
come effective 
May 15. 

Mr. Kirby is 
amember of the 
Disaster Relief 
Committee of 
the Canadian 
Red Cross and past president of 
the British Columbia Purchasing 
Agents’ Association. He also is a 
member of the Purchasing Agents’ 
Association of North America and 
national director of the association 
for British Columbia. 





MAYNARD H. COLLIER has become 
administrator of the Cleveland 
Clinic Hospital. He succeeds ABBIE 
I. PorteER who retired after 25 
years of service. 


neni nsnvununocvevsenuagnnnggeggpcgecovecenncitnsstth 


W. CRANE LyON has been ap- 
pointed general manager of the 
House of St. Giles The Cripple at 
Brooklyn, N. Y. Mr. Lyon, who suc- 
ceeds L. H. PUTNAM, for the past 
several years was engaged in hos- 
pital public relations work in New 
York City. Prior to that he was 
executive secretary of the Hospital 
Council, Inc., Newark, N. J. Mr. 
Lyon is an active life member of 
the American Hospital Association. 


Uuuenasene seenccnneaEnOHONTHTD 


JOHN D. MartTIN has resigned the 
position of assistant director of the 
Children’s Hospital of the District 
of Columbia, Washington, D. C., to 
become the assistant superintend- 
ent of the Columbia Hospital for 
Women, in the same city. 


Mart H. GuTEKUNST, formerly 
administrator of the Mission and 
Bell Mission Hospital, Huntington 
Park, Calif., has resigned to become 
administrator of the Seward 
(Alaska) Sanatorium. Mrs. Gute- 
kunst, a member of the American 
Hospital Association and the Amer- 
lean College of Hospital Adminis- 
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trators, was the administrator of 
the Newell (Calif.) Community 
Hospital from 1944 to 1946. Prior 
to this she was an assistant field 
director for the American Red 
Cross at Harmon General Hospital, 
Longview, Texas. 


Mrs. L. S. KNUTH, superintend- 
ent of the Brownsville (Pa.) Gen- 
eral Hospital for nearly a quarter 
of a century, retired recently be- 
cause of ill health. Mrs. Knuth, a 
personal member of the American 
Hospital Association, has been suc- 
ceeded by JANET SCHMIDT who is 
the acting superintendent. 


WILLIAM R. FOYLE is the new 
controller of the Rhode Island Hos- 
pital, Providence. 


VicTox D. BsorK of Milwauke> 
kas been named administrator of 
Hadley Memorial Hospital at Hays, 
Kan. 


OscaR HILLIARD has been ap- 
pointed purchasing agent of the 
University Hospital at Atlanta, Ga. 
Mr. Hilliard had been the purchas- 
ing agent of the Baroness Erlanger 
Hospital, Chattanooga, Tenn. 


LEO G. SCHMELZER has been ap- 

pointed administrator of Garfield 
Memorial Hospital, Washington, 
D. C. His appointment was effec- 
tive April 1. Mr. Schmelzer was 
the superintendent of the George 
Washington University Hospital, 
Washington, D. C., from 1945 until 
his recent resignation. He was a 
member of the executive faculty of 
the George Washington University 
School of Medicine for the past 
four years. Previously he was the 
administrator of the State of Wis- 
consin General Hospital at Madi- 
son. . 
Mr. Schmelzer, a fellow of the 
American College of Hospital Ad- 
ministrators, is president-elect of 
the Maryland-District of Columbia- 
Delaware Hospital Association. 

An active personal member of 
the American Hospital Association, 


PERSONAL 





he has been a member and chair- 
man of several Association councils 
and committees. 


VicToR F. LUDEwIG, formerly as- 
sistant to the president and general 
manager of the Kahler Corpora- 
tion at Rochester, Minn., will suc- 
ceed Mr. Schmelzer as _ superin- 
tendent of the George Washington 
University Hospital. 


Dr. JOHN A. LARSON, former su- 
perintendent of the Arizona State 
Hospital at Phoenix, now is the 
superintendent of the Logansport 
(Ind.) State Hospital. Before going 
to the Arizona State Hospital, Dr. 
Larson was a clinical psychiatrist 
at the Seattle Mental Hygiene 
Clinic. 


CHARLES S. BLACKMAN JR., is the 
new business manager of General 
Hospital at Knoxville, Tenn. Mr. 
Blackman succeeds Beverly Jones 
who resigned to take a similar po- 
sition at Tanner Memorial Hospital, 
Carrollton, Ga. 


WALTER R. HOEFFLIN JR., has 
been appointed administrator of 
the Methodist Hospital of Southern 
California at 
Los Angeles. 
Mr. Hoefflin, 
whose appoint- 
ment was effec- 
tive May 1, suc- 
ceeds Mary K. 
WEST who has 
resigned. He for- 
merly was head 
of the Pasadena 
Sanitarium. 

Miss West was 
the administrator of the Methodist 
Hospital for 16 years. She is a 
member of the American College 
of Hospital Administrators, a past 
president of the Hospital Council of 
Southern California, a member of 
the American Protestant Hospital 
Association and the American Hos- 
pital Association. 





DELTA C. FIRMIN, formerly di- 
rector of medical administration at 
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the former Veterans Administration 
branch office at Dallas, Texas, has 
been appointed manager of the 
Veterans Administration Hospital 
at Wood, Wis. Mr. Firmin suc- 
ceeded P. G. FROEMMING who re- 
tired on May 1. 


Dr. FRANCIS J. O’NEIL, formerly 
assistant director of the Central 
Islip (N. Y.) State Hospital and 
medical inspector for the State of 
New York, has been named di- 
rector of the Utica (N. Y.) State 
Hospital. 





Dr. M. L. BUSCH has resigned as 
superintendent of the Edgewater 
Hospital, Chicago, and now is the 
administrator of the Mission Hos- 
pital at Huntington Park, Calif. 
Dr. S. S. RooTH has replaced Dr. 
Busch at Edgewater Hospital. 





Loua I. LINDSEY, R.N., director 
of nursing education at the Uni- 
versity of Iowa School of Nursing 
for 20 years, has resigned to be- 
come superintendent of the Doug- 
las County Hospital, Omaha, Neb. 
She succeeds PHILLIP H. VoctT. 





Mrs. ALMA I. SCHIEK, adminis- 
trator of the Hayswood Hospital at 
Maysville, Ky., has resigned to be- 
come administrator of the Coffey- 
ville (Kan.) Memorial Hospital. 
The Coffeyville hospital is now 
under construction and will be 
ready for occupancy about the 
middle of May. 

Mrs. Schiek is a nominee of the 
American College of Hospital Ad- 
ministrators and a personal mem- 
ber of the American Hospital Asso- 
ciation. 





B. E. MILLER has been appointed 
superintendent of the Methodist 
Hospital at Madison, Wis. He suc- 
ceeds VIVIAN R. BIGGAR. 


CHARLES C. STEWART has been 
chosen as the successor to GEORGE 
H. Buck, superintendent of Mercer 
Hospital, Trenton, N. J. Mr. Stew- 
art has been the assistant superin-- 
tendent at Mercer Hospital for the 
past year. Mr. Buck resigned to be- 
come the director of the University 
of Maryland Hospital at Baltimore. 
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Lawson A. MorGan, formerly 
assistant purchasing agent at the 
Johns Hopkins Hospital, Baltimore, 
has been appointed purchasing 
agent at the Mountainside Hospital, 
Montclair, N. J. Prior to his two 
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years at Johns Hopkins Hospital, 
Mr. Morgan served for 23 years in 
the hospital corps of the Navy. 





HaZzEL HALLETT, R.N., formerly 
superintendent.of the Utica (N. Y.) 
Memorial Hospital, has been ap- 
pointed superintendent of the Jones 
Memorial Hospital at Wellsville, 
N. Y. She succeeds C. RUSSELL 
BrROKAW. Both are members of the 
American Hospital Association. 





C. F. FIELDEN JR., administrator 
of the Baptist Hospital at Beau- 
mont, Texas, has been appointed 
superintendent of the Northwest 
Texas Hospital at Amarillo. Mr. 
Fielden, who succeeds F. F. BER- 
INGER, also has been engaged as a 
consultant to the county planning 
board and will coordinate the plan- 
ning and construction of the pro- 
posed addition to the Northwest 
Texas Hospital. 

Mr. Fielden is a personal mem- 
ber of the American Hospital As- 
sociation. 





Harry C. F. GirrorbD, formerly 
assistant superintendent of the 
Hackensack (N. J.) Hospital, now 
is the administrator of the North 
Country Community Hospital at 
Glen Cove, N. Y. He replaces PEARL 
A. Kick. Both are personal mem- 
bers of the American Hospital As- 
sociation. 





EMILY C. ALLISON, R.N. has re- 
signed as superintendent of the 
Lee-Memorial Hospital at Ft. 
Myers, Fla. ELIZABETH E. GRONE- 
WEG is the new superintendent. 





ALFRED G. PETSCHOW has been 
appointed superintendent of the 
Bartow (Fla.) General Hospital. 
He succeeds BERT V. CULWELL. 





C. WHITNEY CORBITT has been 
named administrator of the L. 
Richardson Memorial Hospital, Inc., 
Greensboro, N. C. Mrs. S. COLLINS 
HUuUNT was the administrator. 


Mary PARKER, R.N., has been 
named superintendent of the Gas- 
ton Memorial Hospital, Inc., at 
Gastonia, N. C. NANCY DELL JEN- 
KINS was the acting superintend- 
ent. 


W. M. HunNTING has been ap- 
pointed administrator of the Ells- 
worth Municipal Hospital, Iowa 
Falls, Ia. He replaces BERTHA BOs- 
SENBERGER, R.N. 
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Deaths 





Dr. JOE RAINEY CLEMMONS, 'e- 
tired medical director and execu- 
tive vice president of the Roosevelt 
Hospital, New 
York City, died 
April 2. He was 
sy 

Dr. Clemmons’ 
early adminis- 
trative posts 
were at the 
Macon (Ga.) 
Hospital and 
Strong Memo- 
rial Hospital, 
Rochester, N. Y. 
He came to Roosevelt Hospital in 
1937 to become the director and 
coordinating head of the hospital. 
From 1942 to 1946 he served as 
chairman for the State of New 
York on the War Manpower Com- 
mission. 

Dr. Clemmons was a fellow of 
the American College of Hospital 
Administrators, a member of the 
American Hospital Association and 
the American Public Health Asso- 
ciation and a past president of the 
Greater New York Hospital Associ- 
ation. 





Dr. GEORGE B. LANDERS, retired 
medical director of Highland Hos- 
pital at Rochester, N. Y., died re- 
cently in Florida. Dr. Landers was 
a member of the American College 
of Hospital Administrators. 





SISTER Lyptia, superintendent of 
the Child’s Hospital at Albany, N. 
Y., died recently. She was 72. 
Sister Lydia had been with the hos- 
pital since 1903 and became super- 
intendent in 1948. 





JOHN HoWARD JENKINS, coordi- 


nator of the Church of Jesus Christ 
of Latter Day Saints hospitals since 
1946 died early last month. He was 
62. 

Mr. Jenkins was superintendent 
of the Dr. W. H. Groves Latter-Day 
Saints Hospital at Salt Lake City, 
Utah, from 1941 to 1946. Prior to 
this he was superintendent of the 
Thomas D. Dee Memorial Hospital 
at Ogden, Utah. 

He was a past president of the 
Utah Hospital Association, a mem- 
ber of the American College of 
Hospital Administrators and a 
member of the American Hospital 
Association. 
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Full text of the VOLUNTARY 
HEALTH INSURANCE BILL 
S. 1456 








81st CONGRESS, ist SESSION 
S 1456 


IN THE SENATE OF 
THE UNITED STATES 
Marcu 30 (legislative day, 
Marcu 18), 1949 


Mr. Hitt (for himself, Mr. O’Conor, 
Mr. WITHERS, Mr. AIKEN, and Mr. 
Morse) introduced the following bill; 
which was read twice and referred 
to the Committee on Labor and Pub- 
lic Welfare. 

A BILL to authorize grants to enable 
the States to survey, coordinate, sup- 
plement, and strengthen their exist- 
ing health resources so that hospital 
and medical care may be obtained 
by all persons. 

Be it enacted by the Senate and 
House of Representatives of the 
United States of America in Congress 
assembled, That this Act may be 
cited as the “Voluntary Health In- 
surance Act’, 

Sec. 2. The Public Health Service 
Act (consisting of titles I to VI, in- 
clusive of the Act of July 1, 1944 (58 
Stat. 682), is hereby amended by add- 
ing at the end thereof the following 
new title: 


“TITLE VII—HOSPITAL AND 
MEDICAL CARE 


“ParT A—DECLARATION OF 
PuRPOSE; DEFINITIONS 


“Sec. 701. The purpose of this title 
is to make a high quality of hospital 
and medical care available to all per- 
sons in each State by (a) strengthen- 
ing and coordinating existing health 
resources within the State, (b) en- 
couraging and stimulating voluntary 
enrollment in prepayment plans for 
hospital and medical care, with em- 
phasis on employer participation and 
on making such protection available 
to persons in rural areas, and (c) 
providing protection to persons finan- 
cially unable to pay all or part of 
subscription charges for prepayment 
of hospital and medical care (herein- 
after referred to as ‘subscription 
charges’). 

‘DEFINITIONS 


eee 702. For the purposes of this 
itle— 

“(a) The term ‘hospital and medical 
care’ means surgical, obstetrical and 
medical services, furnished in a hos- 
pita!, and hospital services incident 
thereto, not in excess of sixty days 
M any year, and including diagnostic 
and out-patient clinic services fur- 
aig in a hospital or a diagnostic 
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“(b) The term ‘hospital’ includes 
any hospital which has an average 
patient stay of less than thirty days 
or any diagnostic clinic, which con- 
forms to standards of maintenance 
and operation established by the State. 

“(c) The term ‘voluntary prepay- 
ment plan’ means any nonprofit or 
other corporation or association fur- 
nishing protection against the cost of 
hospital and medical care on a volun- 
tary prepayment basis. 

“(d) The term ‘nonprofit prepay- 
ment plan’ means any corporation or 
association, no part of the net earn- 
ings of which inures or may lawfully 
inure to the benefit of any private 
shareholder or individual, furnishing 
protection against the cost of hospital 
and medical care on a voluntary pre- 
payment basis. 

“(e) The term ‘State’ includes 
Alaska, Hawaii, Puerto Rico, and the 
District of Columbia. 


“Part B—HOSPITAL AND MEDICAL 
CARE UNDER STATE PLANS 


“APPROPRIATIONS 


“Sec. 711. For the purpose of ena- 
bling each State to carry out the pur- 
poses set forth in section 701, as far 
as practicable under the conditions in 
such State, there is hereby authorized 
to be appropriated for each fiscal year 
a sum sufficient to carry out the pur- 
poses of this part. The sums made 
available under this section shall be 
used for making payments to States 
which have submitted, and had ap- 
proved by the Surgeon General of the 
Public Health Service, State plans 
for carrying out the purposes set forth 
in section 701. 


“GENERAL REGULATIONS 


“Sec. 712. Within six months after 
the enactment of this title, the Sur- 
geon General, with the approval of 
the Federal Hospital and Medical 
Care Council and the Administrator, 
shall by general regulation prescribe— 

“(a) the general manner in which 
the State agency shall determine eli- 
gibility of persons unable to pay sub- 
scription charges for prepayment of 
hospital and medical care; 

“(b) the general types of hospital 
and medical care which may be pro- 
vided; 

“(c) general standards for partici- 
pation under this title of voluntary 
prepayment plans for hospital and 
medical care; 

“(d) general standards for partici- 
pation under this title of nonprofit 
prepayment plans; 

“(e) the general manner in which 


the State agency shall stimulate and 
assist in enrolling the population in 
voluntary prepayment plans for hos- 
pital and medical care; and 

“(f) general methods of adminis- 
tration of the State plan by the des- 
ignated State agency, subject to the 
limitations set forth in section 713 
(a) (7). 

“STATE PLANS 

“Sec. 713. (a) Any State desiring 
to take advantage of this part may 
submit a State plan which must— 

“(1) provide that it shall be in 
effect in all political subdivisions of 
the State, and if administered by 
them, be mandatory upon them; 

“(2) provide for over-all financial 
participation by the State in a total 
amount at least equal to .50 per 
centum of that portion of the total 
amount expended under the State 
plan during any quarter in furnish- 
ing hospital and medical care to per- 
sons unable to pay _ subscription 
charges, for which payment to the 
State is not made under section 714; 

“(3) designate a single State agen- 
cy (which may be the State agency 
designated to administer part C of the 
Hospital Survey and Construction Act 
in such State) as the sole agency for 
the administration of the State plan; 

(4) provide for the designation of 
a State hospital and medical care 
council of eleven members consisting 
of the head of the State agency ad- 
ministering the State plan, who shall 
serve as chairman ex officio, and ten 
appointed members (who at the time 
of appointment are members of Hos- 
pital and Medical Care Authorities 
created under paragraph (11) ), four 
of whom shall be persons who are 
outstanding in fields pertaining to 
hospital and medical care, at least 
two of whom shall be doctors of med- 
icine and two of whom shall be hos- 
pital administrators, two members 
shall be persons experienced in the 
administration of voluntary prepay- 
ment plans for hospital and medical 
care, and four members shall be ap- 
pointed to represent the consumers of 
hospital and medical care and shall 
be persons familiar with the need for 
hospital and medical care in rural or 
urban areas; 

“(5) contain satisfactory evidence 
that the State agency designated in 
accordance with paragraph (3) here- 
of will have authority to carry out 
such plan in conformity with this 
part; 

“(6) give adequate assurance that 
Federal funds will be used to supple- 
ment total payments being made by 
the State and its political subdivisions 
for the purposes described in the 
State plan and not as a substitute for 
such payments; 

“(7) provide such methods of ad- 
ministration of the State plan, in- 
cluding methods relating to the estab- 
lishment and maintenance of per- 
sonnel standards on a merit basis 
(except that the Surgeon General 
shall exercise no authority with re- 
spect to the selection, tenure of office, 
or compensation of any individual 
employed in accordance with such 
methods), as the Surgeon General 
may by regulation prescribe; 

“(8) provide that the State agency 
will make such reports in such form 
and containing such information as 
the Surgeon General may from time 
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to time reasonably require, and give 
the Surgeon General, upon demand, 
access to the records upon which 
such information is based; 

(9) provide safeguards which re- 
strict the use or disclosure of infor- 
mation concerning recipients to pur- 
poses directly connected with the 
administration of hospital and med- 
ical care under the State plan; 

“(10) provide that determination of 
eligibility shall be made, insofar as 
possible, in advance of the need for 
hospital and medical care; that the 
individual shall not be identified as a 
person accepting assistance at the 
time of receiving care; and that the 
individual shall not be provided a 
separate grade or classification of care 
because of his accepting assistance; 

(11) provide for the creation of 
a Hospital and Medical Care Author- 
ity within each of the regions into 
which the State has been or will be 
divided under the Hospital Survey 
and Construction Act, or by other 
means, composed of persons residing 
within the region, which shall include 
representatives of nongovernment or- 
ganizations or groups, and of State 
and local agencies, concerned with 
the utilization of hospitals, including 
representatives of medical associa- 
tions, hospital associations, voluntary 
prepayment plans for hospital and 
medical care, and including repre- 
sentatives of the consumers of hospi- 
tal and medical care selected from 
persons familiar with the need for 
such care in urban or rural areas, to 
cooperate with and assist the State 
agency in carrying out such State 
plan, subject to the provisions of 
paragraph (3) above; 

“(12) provide that such regional 
Hospital and Medical Care Authority 
shall encourage coordination of all 
health facilities and services in the 
region, both voluntary and govern- 
ment, and recommend means for their 
effective utilization in making hos- 
pital and medical care available to all 
persons in the regions; 

“(13) provide for the issuance from 
time to time by the appropriate agen- 
cy or agencies designated by the State 
of service cards of participating non- 
profit prepayment plans for hospital 
and medical care to all persons who 
are certified as unable to pay all or 
part of the subscription charges of 
prepayment plans for such care, 
whether or not in immediate need of 
such care, which will entitle such 
persons to needed hospital and med- 
ical care; 

(14) provide for furnishing such 
types of hospital and medical care to 
persons holding such service cards as 
may be required by regulations pre- 
scribed by the Surgeon General un- 
der section 712; ; 

(15) provide for satisfactory con- 
tracts or arrangements so that follow- 
ing the admission of each such quali- 
fied person to a hospital such nonprofit 
prepayment plan will accept liability 
for payment for all essential services 
in the same manner as in the case of 
its regular subscribers, and that hos- 
pital and medical care under such 
contracts or arrangements will be 
paid for by such prepayment plan on 
a basis mutually agreeable to par- 
ticipating doctors and hospitals and 
the State agency or regional authority 
concerned; 

“(16) provide for payment by the 
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State agency of the full amount of 
payments for hospital and medical 
care by such nonprofit prepayment 
plans plus such reasonable adminis- 
trative expenses as may be mutually 
agreed upon; 

“(17) provide methods of deter- 
mining eligibility of persons to re- 
ceive service cards, in accordance 
with regulations prescribed by the 
Surgeon General under section 712, 
and methods for obtaining partial 
reimbursement from such persons ac- 
cording to their financial ability to 
pay subscription charges; 

“(18) provide for a survey of ex- 
isting diagnostic facilities and a plan 
for meeting the need for any addi- 
tional necessary diagnostic services 
and making such services available 
to all persons in the State; 

(19) provide for a survey of ex- 
isting facilities, services, and financing 
for the care of mental, tuberculous, 
and chronic-disease and other patients 
hospitalized for long periods of time, 
and a plan for meeting the need for 
any additional facilities, services, and 
financing, in order to provide proper 
care for such patients; 

(20) provide for a survey of areas 
in the State which are unable to at- 
tract practicing physicians, and rec- 
ommend methods for encouraging 
physicians to practice medicine in 
such needy areas; 

“(21) provide that if any person 
drawing unemployment compensation 
is enrolled in a participating volun- 
tary prepayment plan for hospital and 
medical care, pro rata subscription 
charges in such plan for such person 
and his dependents shall be paid, out 
of funds available for hospital and 
medical care, for the period of time 
during which any such person is in 
receipt of unemployment compensa- 
tion, such payment of subscription 
charges to be by way of direct pay- 
ment to the plan either for the period 
of unemployment or, if subscription 
charges have been paid in advance, 
by way of extension of the period of 
protection of the plan for the period 
of unemployment, as may be pre- 
scribed by State law; 

(22) provide for pay-roll deduc- 
tion of subscription charges in volun- 
tary prepayment plans for hospital 
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. 
Hill proposals 


Senator Lister Hill (D., 
Ala.) who introduced the 
Voluntary Health Insurance 
Bill, co-sponsored the Hospi- 
tal Survey and Construction 
Act of 1946. More recently he 
proposed an amendment (S. 
614) to that Act to extend it 
and double the federal appro- 
priation. 

In February, Senator Hill 
introduced S. 522 to provide 
federal aid to states in setting 
up local public health units. 

The voluntary health in- 
surance proposal is designed 
to supplement these measures. 
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and medical care for each employee 
(and his dependents) of the State or 
political subdivision thereof who ‘e- 
quests such deduction; 

(23) provide for a survey of ex- 
isting enrollment in participating 
voluntary prepayment plans and de- 
velopment of a plan for stimulating 
and encouraging enrollment in such 
plans by all persons able to pay stb- 
scription charges, with emphasis on 
employer participation and enroll- 
ment of persons in rural aréas; and 

““(24) provide that the State agen- 
cy will from time to time review the 
State plan and submit to the Surgeon 
General any modifications thereof 
which it considers necessary. 

“(b) The Surgeon General shall 
approve any State plan and any mod- 
ification thereof which fulfills the 
conditions specified in subsection (a). 
If any such plan or modification 
thereof shall have been disapproved 
by the Surgeon General for failure to 
comply with subsection (a), the Fed- 
eral Hospital and Medical Care Coun- 
cil shall, upon request of the State 
agency, afford it an opportunity for 
hearing. If such Council determines 
that the plan or modification complies 
with the provisions of such subsec- 
tion, the Surgeon General shall there- 
upon approve such plan or modifica- 
tion. 


“PAYMENT TO STATES 


“Sec. 714. (a) From the sums ap- 
propriated therefor, the Secretary of 
the Treasury shall pay to each State 
which has an approved plan under 
this part, for each quarter, beginning 
with the first quarter commencing 
after the date of enactment of this 
Act, (1) an amount, which shall be 
used exclusively as hospital and med- 
ical care to persons unable to pay 
subscription charges, and including 
administrative expenses of the volun- 
tary prepayment plan making such 
payments as required by section 713 
(a) (15), equal to the Federal per- 
centage (as defined in section 721) of 
the total sums expended during such 
quarter as hospital and medical care 
to persons unable to pay subscription 
charges, including such administrative 
expenses, under the State plan with 
respect to each such person; and (2) 
an amount equal to one-half of the 
total of the sums expended during 
such quarter as found necessary by 
the Surgeon General for the proper 
and efficient administration of the 
State plan, including expenditures 
required by section 713 (a) (18), 
(19), (20), (21), and (23), which 
amount shall be used for paying the 
costs of administering the State plan 
or for hospital and medical care to 
persons unable to pay subscription 
charges, or both, and for no other 
purpose. 

“(b) The method of computing 
and paying such amounts shall be as 
follows: 

“(1) The Surgeon General shall, 
prior to the beginning of each quarter, 
estimate the amount to be paid to the 
State for such quarter under the pro- 
visions of subsection (a), such esti- 
mate to be based on (A) a report 
filed by the State containing its esti- 
mate of the- total sum to be expended 
in such quarter in accordance with the 
provisions of such subsection, and 
stating the amount appropriated or 
made available by the State and its 


HOSPITALS 








sou 


oth 
Ger 


the! 
Tre 
the 
inc} 
sur 
mat 
er 
shol 
und 
ter, 
vale 
the 
as ¢ 
eral 
dur: 
or | 
witl 
care 
exce 
tion 
that 
mak 
prio 
amo 
Gen 
vide 
reco 
ceas 
of tl 
or ¢ 
for 
ceas 
basi: 
of tl 
“ ( 
shal! 


» Serv 


and 
the ( 
the | 
by t 
SO ci 





political subdivisions for such ex- 
penditures in such quarter, and if 
such amount is less than the State’s 
proportionate share of the total sum 
of such estimated expenditures, the 
source or sources from which the 
difference is expected to be derived, 
(B) records showing the number of 
persons in the State unable to pay 
subscription charges, and (C) such 
other investigation as the Surgeon 
General may find necessary. 

“(2) The Surgeon General shall 
then certify to the Secretary of the 
Treasury the amount so estimated by 
the Surgeon General, (A) reduced or 
increased, as the case may be, by any 
sum by which he finds that his esti- 
mate for any prior quarter was great- 
er or less than the amount which 
should have been paid to the State 
under subsection (a) for such quar- 
ter, and (B) reduced by a sum equi- 
valent to the pro rata share to which 
the United States is equitably entitled, 
as determined by the Surgeon Gen- 
eral, of the net amount recovered 
during any prior quarter by the State 
or any political subdivision thereof 
with respect to hospital and medical 
care furnished under the State plan; 
except that such increases or reduc- 
tions shall not be made to the extent 
that such sums have been applied to 
make the amount certified for any 
prior quarter greater or less than the 
amount estimated by the Surgeon 
General for such prior quarter: Pro- 
vided, That any part of the amount 
recovered from the estate of a de- 
ceased recipient which is not in excess 
of the amount expended by the State 
or any political subdivision thereof 
for the funeral expenses of the de- 
ceased shall not be considered as a 
basis for reduction under clause (B) 
of this paragraph. 

“(3) The Secretary of the Treasury 
shall thereupon, through the Fiscal 
Service of the Treasury Department 
and prior to audit or settlement by 
the General Accounting Office, pay to 
the State, at the time or times fixed 
by the Surgeon General, the amount 
so certified. 


“Part C—MISCELLANEOUS 
“THE FEDERAL PERCENTAGE 


“Sec. 721. For the purposes of this 
title— 

“(a) the Federal percentage for 
any State shall be 100 per centum 
less that percentage which bears the 
Same ratio to 50 per centum as the 
per capita income of such State bears 
to the per capita income of the con- 
tinental United States (excluding 
Alaska), except that (1) the Federal 
percentage shall in no case be more 
than 75 per centum or less than 33% 
per centum, and (2) the Federal per- 
centage for Alaska and Hawaii shall 
be 50 per centum each, and the Fed- 
eral percentage for Puerto Rico shall 
e 75 per centum; and 

“(b) the Federal percentages shall 
be promulgated by the Surgeon Gen- 
eral between July 1 and August 31 
of each even-numbered year, on the 
basis of the average of the per capita 
Incomes of the States and of the con- 
tinental United States for the three 
Most recent consecutive years for 
whicl: satisfactory data are available 
from the Department of Commerce. 
Such promulgation shall be conclu- 
Sive ior each of the two fiscal years 
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in the period beginning July 1 next 
succeeding such promulgation: Pro- 
vided, That the Surgeon General shall 
promulgate such percentages as soon 
as possible after the enactment of this 
title, which promulgation shall be 
conclusive for the fiscal year ending 
June 30, 1951. 


“OPERATION OF STATE PLANS 


“Sec. 722. In the case of any State 
plan under this part which has been 
approved by the Surgeon General, if 
the Surgeon General, after reasonable 
notice and opportunity for hearing to 
the State agency administering such 
plan, finds that in the administration 
of the plan there is a failure to com- 
ply substantially with any provision 
required by section 713 (a) to be 
included in the plan, the Surgeon 
General shall notify such State agency 
that further payments will not be 
made to the State until the Surgeon 
General is satisfied that there is no 
longer any such failure to comply. 
Until he is so satisfied he shall make 
no further certification to the Secre- 
tary of the Treasury with respect to 
such State. 


“ADMINISTRATION: FEDERAL HOSPITAL 
AND MEDICAL CARE COUNCIL 


“Sec. 723. (a) The Surgeon Gen- 
eral is authorized to make such ad- 
ministrative regulations and perform 
such other functions as he finds nec- 
essary to carry out the provisions of 
this title. Any such regulations shall 
be subject to the approval of the 
Administrator. 

“(b) In administering this title, 
the Surgeon General shall consult 
with a Federal Hospital and Medical 
Care Council consisting of the Sur- 
geon General, who shall serve as 
chairman ex officio, and ten members 
appointed by the Administrator. Four 
of the ten appointed members shall 
be persons who are outstanding in 
fields pertaining to hospital and med- 
ical care, at least two of whom shall 
be doctors of medicine and two of 
whom shall be hospital administra- 
tors, two members shall be persons 
experienced in the administration of 
voluntary prepayment plans for hos- 
pital and medical care, and the other 
four members shall be appointed to 
represent the consumers of hospital 
and medical care and shall be persons 
familiar with the need for hospital 
and medical care in rural or urban 
areas. Each appointed member shall 
hold office for a term of five years, 
except that any member appointed 
to fill a vacancy occurring prior to the 
expiration of the term for which his 
predecessor was appointed shall be 
appointed for the remainder of such 
term, and the terms of office of the 
members first taking office shall ex- 
pire, as designated by the Adminis- 
trator at the time of appointment, two 
at the end of the first year, two at 
the end of the second year, two at 
the end of the third year, two at the 
end of the fourth year, and two at 
the end of the fifth year after the 
date of appointment. An appointed 
member shall not be eligible to serve 
continuously for more than two terms 
but shall be eligible for reappoint- 
ment if he has not served immediately 
preceding his reappointment. The 
Council is authorized to appoint such 
special advisory and technical com- 
mittees as may be useful in carrying 


out its functions. Appointed Council 
members and members of advisory 
or technical committees, while serv- 
ing on business of the Council, shall 
receive compensation at rates fixed 
by the Administrator, but not exceed- 
ing $25 per day, and shall also be 
entitled to receive an allowance for 
actual and necessary travel and sub- 
sistence expenses while so serving 
away from their places of residence. 
The Council shall meet as frequently 
as the Surgeon General deems neces- 
sary, but not less than once each year. 
Upon request by four or more mem- 
bers, it shall be the duty of the Sur- 
geon General to call a meeting of the 
Council. 

“(c) In administering the provi- 
sions of this title, the Surgeon Gen- 
eral, with the approval of the Ad- 
ministrator, is authorized to utilize 
the services and facilities of any ex- 
ecutive department in accordance 
with an agreement with the head 
thereof. Payment for such services 
and facilities shall be made in ad- 
vance or by way of reimbursement, 
as may be agreed upon between the 
Administrator and the head of the ex- 
ecutive department furnishing them. 


“STATE CONTROL 


“Sec. 724. Except as otherwise spe- 
cifically provided, nothing in this title 
shall be construed as conferring upon 
any Federal officer or employee the 
right to exercise any supervision or 
control over the administration, per- 
sonnel maintenance, or operation of 
any hospital utilized for furnishing 
hospital.and medical care pursuant to 
the provisions of this title. 


“FEDERAL PAY-ROLL DEDUCTIONS FOR 
HOSPITAL AND MEDICAL CARE 
SUBSCRIPTION CHARGES 


“Sec. 725. Upon the direction of any 
officer or employee of the Govern- 
ment of the United States, including 
members of the Armed Forces, re- 
questing the Government to deduct 
from the salary of such person a fixed 
sum or percentage to be paid to any 
voluntary prepayment plan, said sum 
or percentage shall be deducted as 
requested and paid as directed. ‘Offi- 
cer or employee of the Government 
of the United States’ as used herein 
shall include any officer or employee 
of any corporation the stock of which 
is wholly owned by the Government 
of the United States, as well as any 
officer or employee of any depart- 
ment, bureau, agency, or division of 
the Government of the United States. 

“Sec. 726. Nothing in this title shall 
modify obligations assumed by the 
Federal Government under other stat- 
utes for the hospital and medical 
care of veterans or other presently 
authorized recipients of hospital and 
medical care under Federal pro- 
grams.” 

Sec. 3. Section 1 of the Public 
Health Service Act is amended to 
read as follows: 

“Section 1. Titles I to VII, inclusive, 
of this Act may be cited as the ‘Public 
Health Service Act’.” 

Sec. 4. The Act of July 1, 1944 (58 
Stat. 682), as amended, is hereby fur- 
ther amended by changing the num- 
ber of title VII to title VIII and by 
changing the numbers of sections 701 
to 714, inclusive, and references there- 
to, to sections 801 to 814, respectively. 
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An outline for efficiency in 


federal medical services 


HE COMMISSION on Organiza- 

tion of the Executive Branch 
of the Government—better known 
as the Hoover Commission—has 
completed its recommendations for 
improved federal medical services. 
Three parts of the report of par- 
ticular interest to hospitals have 
been published and are available 
from the Superintendent of Docu- 
ments at the Government Printing 
Office, Washington 25, D. C. 


TASK ForcE REPORT ON FEDERAL MED- 
ICAL SERVICES. Appendix O. 95 pp. 
January 1949. 25 cents. 

In this section of the report the 
Committee on Federal Medical 
Services submits its unanimous 
recommendations describing the 
weaknesses found in the federal 
system and the remedies proposed. 
The activities of the committee in- 
cluded an appraisal of the present 
organization with respect to the 
definition of those entitled to care, 
federal hospitalization by areas, 
eonstruction programs and medical 
manpower. 

The functions and responsibili- 
ties of a proposed National Bureau 
of Health within a welfare depart- 
ment having cabinet status are 
worked out in detail. Two sections 
of the report are devoted to the 
organization of medical services in 
the armed forces and health re- 
sources and manpower allocation in 
time of emergency. 


The need for better disease con- 
trol is brought out in the discussion 
of the dangers of over-expansion of 
hospital facilities, and preventive 
medicine is stressed as a possible 
check upon a top-heavy federal 
hospital system. 
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MEDICAL ACTIVITIES; A REPORT TO THE 
Concress. 57 pp. March 1949. 25 
cents. 

This section consists of the 
Hoover commission’s final report 
on federal medical activities to 
Congress. Recommendations are 
based on the report described in 
the task force booklet. 

The recommendations are di- 
vided into four sections and con- 
clude with the dissenting opinions 
of members of the commission on 
certain aspects of the proposed re- 
organization. One recommendation, 
concerning the need for integration 
of the federal and nonfederal hos- 
pital systems, is of special interest 
to hospital administrators. In part 
it reads: 

“This effort (integration) would 
be furthered by hospitalizing fed- 
eral patients in nonfederal hospi- 
tals on a reimbursable basis wher- 
ever it is efficient to do so, instead 
of further enlarging the federal 
hospital plan. . . . The federal gov- 
ernment is dependent upon volun- 
tary and other community teaching 
hospitals for undergraduate and 
postgraduate training of medical 
personnel, and for the advance- 
ment of medical science by joint 
efforts with the medical schools 
affiliated with them.” 

The commission also recom- 
mends a United Medical Adminis- 
tration and describes its possible 
organization in text and charts. 
Dissenting opinions are presented 
with respect to the position of the 
unified administration in the gov- 
ernment structure, the power of 
the advisory council and the con- 
trol of the medical services of the 
armed forces. 





FEDERAL MEDICAL SERVICES; A REPoRT 





WITH RECOMMENDATIONS. Sup} le- 

mental Report on an Independent 

Medical Agency. 2 pp. March 1/49, 

10 cents. 

In this supplemental report «he 
Committee on Federal Medical 
Services assumes that there will 
not be a cabinet department for 
health, education and security. It 
then makes recommendations for 
an independent medical agency di- 
rectly responsible to the President. 
(In its original report the commit- 
tee had been asked to assume that 
a cabinet-level department would 
be set up to include the medical 
services. ) 

The committee prefers an inde- 
pendent medical agency to a new 
cabinet department and recom- 
mends it strongly.—H.V.P. 


Rehabilitation 


THE REHABILITATION OF THE PATIENT; 
SocriAL CASEWORK IN MEDICINE. 
Caroline H. Elledge. 112 pp. Phila- 
delphia: Lippincott. 1948. $2.50. 
The purpose of this book is to ex- 

plain the role the medical social 
worker plays on the rehabilitation 
team. Parental attitudes, age at 
which disability is incurred, per- 
sonality difficulties, emotional ma- 
turity, and environmental problems 
are all variable factors which must 
be considered in bringing social 
service to the patient. Individual 
differences among people suffering 
identical handicaps point up the 
fact that there is no one simple 
formula for success in rehabilitat- 
ing any given patient. 

The chapter on special considera- 
tions in success and failure has par- 
ticular significance for the hospital 
administrator, for it discusses the 
influence of institutional life and 
the dangers of “‘hospitalitis.” 

The outline for the book and 
plans for its preparation were de- 
veloped by a subcommittee of the 
American Association of Medical 
Social Workers’ Practice Commit- 
tee. The author, formerly with the 
division of physically handicapped 
children of the New York City De- 
partment of Health and at present 
assistant professor of social work at 
McGill University in Montreal, was 
assisted by an advisory committee 
in preparing the case material sub- 
mitted by the subcommittee. A 
grant from the National Founda- 
tion for Infantile Paralysis aided in 
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financing preparation of the manu- 
script. 

For a person unacquainted with 
the field of rehabilitation, this book 
will serve as a good introduction. 
It is written in an easy, almost con- 
versational style, and the case 
studies showing the effectiveness 
of adequate medical social service 
add to its readability —H.T.Y. 


Committee guide 


THE PuBLIC RELATIONS COMMITTEE. 
Edited by David M. Church. 26 pp. 
New York City:, National Publicity 
Council. 1949. $1. 


Mr. Church investigates the pub- 
lic relations committee, defines its 
responsibilities, considers its needs, 
discusses its composition, explores 
the fields in which it can best oper- 
ate and explains what makes it 
most effective. 

Chapter eight of the booklet con- 
tains seven examples of committees 
that succeeded and committees that 
failed. The author explains why. In 
the final chapter, he offers a meas- 
uring rod for testing the effective- 
ness of public relations committees. 

Mr. Church, now with the John 
Price Jones Corporation, is the for- 
mer public relations director of the 
National War Fund and the United 
Service Organization. His booklet 
is the latest publication of the Na- 
tional Publicity Council.—L.W. 


The procurement function 


PROCUREMENT, PRINCIPLES AND CASES. 
Howard T. Davis. 745 pp. Chicago: 
R. D. Irwin. 1949. $6. 

Mr. Lewis says in the preface 
that this book is written about pro- 
curement by manufacturers en- 
gaged in private industry. The case 
history type of presentation that 
he has employed, however, makes 
it easy to apply much that he has 
written to hospital purchasing. The 
section on determination of quality 
alone is enough to make the book 
a valuable addition to any library. 

Although the reader is warned 
that the book is not intended to be 
used as a handbook, there are many 
helpful suggestions taken from the 
author’s own experiences. Mr. 
Lewis is to be commended for lim- 
iting his discussion to the status 
of the procurement function. The 
reacer’s energy will be devoted to 
material that will be of everyday 
assistance to him.—L.P.G. 
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SPECIALIZED PROFESSIONAL SERVICES 


NE OF THE MOST frequent re- 
O quests coming to the Associa- 
tion’s library is for information ‘on 
specialized professional services. 
There has been a great deal of ma- 
terial published touching on the 
various aspects of the problem and 
from different points of view. 

Eleven articles have been se- 
lected as being representative. An 
administrator, reading these arti- 
cles, would have a basic knowledge 
of the growth and ramifications of 
the situation as expressed by writ- 
ers in the field. 


“PRINCIPLES OF RELATIONSHIP BE- 

TWEEN HOSPITALS AND RADIOLOGISTS, 
ANESTHETISTS, PATHOLOGISTS.” 
» This is the first and most impor- 
tant source of information. These 
principles were approved by the 
Board of Trustees of the American 
Hospital Association, the Radiolog- 
ical Inter-Society Committee, the 
American Medical Association’s 
Council on Education and _ the 
American College of Surgeons. 

The 12-page booklet has been 
distributed to all _ institutional 
members of the American Hospi- 
tal Association. Additional copies 
may be requested from Associa- 
tion headquarters. Included in the 
booklet are principles which should 
guide the discussion of financial ar- 
rangements between the adminis- 
tration and the radiologist, the 
anesthesiologist and the patholo- 
gist. 


“Tegal Aspects of Specialists’ Con- 
tracts.” Emanuel Hayt. The Modern 
Hospital. 70:77-80. May 1948. 


>» Mr. Hayt, an outstanding author- 
ity on hospital law, approaches the 
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Inquiries about books reviewed in 
the Literature department should be 
addressed to the American Hospital 
Association Library — Asa S. Bacon 
Memorial, 18 E. Division Street, Chi- 
cago 10. The department is edited by 
Helen V. Pruitt, librarian. 


problem from the legal aspect of 
the tax exempt status of hospitals 
and analyzes the various methods 
of solving the problem as they 
might affect the tax exemption. Ci- 
tations are used as illustrations. 
The author stresses the importance 
of a complete knowledge of the 
laws existing in the various states 
on division of income in a charita- 
ble or educational institution. 


“Income-Sharing Formula; a Basis 

for Paying Part-Time Pathologists 
and Radiologists.” Edward Brodsky. 
HospIrTALs. 22:35-37. March 1948. 
» This formula may be followed as 
a guide in determining the base 
salary plus percentage of net in- 
come for radiologists or patholo- 
gists working from a minimum of 
five hours a week to full time. 

A sample computation sheet 
shows the deductions to be made 
before figuring shared income. 


“The Economics of the Practice of 

Radiology.” Mac F. Cahal and C. E. 
Nyberg. Journal of the American 
Medical Association. 135:1078-1080. 
December 10, 1947. 
» This is a report of a survey on 
the economics of the practice of 
radiology. It was compiled from 
completed questionnaires received 
from 880 radiologists. Seven tables 
chart the number of fulltime radi- 
ologists and the various types of 
fiscal arrangements that they have 
made with hospitals. 


“Let’s Go Back to Basic Principles 
to Establish a Fairer Relationship Be- 
tween Pathologists and Hospitals.” T. 
J. Curphey, M.D. The Modern Hospi- 
tal. 66:87-89. January 1946. 

» From the point of view of a 
pathologist, the author discusses 
the principles of relationship be- 
tween hospitals and these special- 
ists. He is interested in promoting 
the more widespread use of tis 
agreement in negotiations between 
the specialist and the hospital. It 
is his claim that an arrangement 
can be made which will be satis- 
factory to the patient, the pathol- 
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ogist and the hospital, exploiting 
none of the interested parties. 


“What Does the Future Hold for 

Radiology? What about Hospital Con- 
nections?” Hospital Management. 63: - 
108-112. February 1947. 
» Arguments are presented by a 
radiologist who belongs to the 
group that is opposed to any form 
of a situation where the radiologist 
is a salaried member of the hospi- 
tal staff. 


“Fairness to all is the Best Basis 
for Settling the Compensation Ques- 


tion.” Sister Hortense McCabe. The 
Modern Hospital. 69:86. September 
1947. 

» The administrator of the St. Jos- 
eph’s Hospital, Philadelphia, brings 
out a point of emphasis often neg- 
lected: It is the duty of the ad- 
ministrator to make the salaried 
directors of professional depart- 
ments integrate their departments 
within the hospital. 

‘The administrator can accom- 
plish this by (1) actively partici- 
pating in all department head 
meetings, (2) encouraging the 
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medical staff to consult personaly 
with the specialists instead of rely - 
ing on written reports, and (3) en- 
couraging the medical staff to ask 
the specialists to see the pa- 
tients, either on regular rounds or 
by special visit, when the actual 
contact with patients would be 
helpful to all. 





“Corporate Practice of Medicine by 
Hospitals.” Royal A. Schaaf, M.D. 
Journal of the Medical Society of 
New Jersey: 44:439-440. November 
1947. 

» Speaking for the “rights” of the 


specialists, the former president of 
the New Jersey Medical Society 
urges that the medical association 
and the hospital association in each 
state work together to formulate 
an acceptable procedure based on 
principles of agreement reached at 
the national level. 


“Radiologists Relations; Connecticut 

Restates the Case.” HospPITALs. 19:39- 
42. August 1945. 
» This is an account of the re- 
sults obtained in trying to work 
out agreements between the state 
hospital association and medical 
groups in Connecticut, and a de- 
lineation of the points at issue. 


“Who’s Exploiting Whom in the 
Hospital-Specialist Puzzle? A Modern 
Hospital Round Table.” The Modern 
Hospital. 72:43-50, 114-126. February 
1949. 

» Four participants in a round 
table discussion, Dr. David Lit- 
tauer, Dr. E. Edward Chamberlain, 
Emanuel Hayt, Dr. David A. Wood, 
with Robert Cunningham, manag- 
ing editor, as moderator, endeav- 
ored to bring out the moral and 
professional principles involved in 
the problem. They were not seek- 


ing an immediate solution to the © 


problem. The ideas and comments 
of each discussant were recorded 
and transcribed for this enlighten- 
ing article. 


“Medical Practice and Hospitaliza- 

tion.” S. S. Goldwater, M.D. HospPI- 
TALS. 12:11-16. July 1938. 
» Dr. Goldwater set down the basic 
philosophy on the whole question 
of “medical practice by hospitals.” 
His article is an honest and prac- 
tical view of the situation as it 
exists, written with the authority 
and wisdom of Dr. Goldwater’s long 
experience. 
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NEWS 





IN GENERAL 





Hospital Fire Tragedy at eringnam 


One of the worst hospital fires 
in the nation’s history took place 
April 5 at St. Anthony’s Hospital, 
Effingham, Ill., when, a few min- 
utes before midnight, a flash fire 
roared through the 72-year-old 
building. Within a short time after 
the alarm was turned in, the hos- 
pital was a flaming inferno. When 
the flames were extinguished three 
hours later, all that remained were 
fire-blackened walls and rubble. 

Disaster: A nun was on night du- 
ty at the switchboard when she 
detected a whiff of smoke. She 
called the hospital engineer in a 
building 200 feet away, the sister 
superintendent in an adjoining 
building and the fire department. 
Sister Ceciliana, the superintend- 
ent, started for the entrance door 
of the hospital. The first stairway 
she approached was already in 
flames. By the time she got to the 
next stairway, that too was on fire. 
When she reached the switch- 
board, the stairway there was im- 
passable. Before the firemen ar- 
rived, two nuns tried to fight the 
blaze by using a fire extinguisher 
in the opening of the laundry chute, 
from which the flames were rising. 
At this time, however, debris was 
falling from the top floors, showing 
that the fire had dug itself in by 
the time it was discovered. 

Firemen arrived a few minutes 
after they received the alarm, 
which was turned in at 11:48 p.m. 
By then it was impossible to enter 
the burning building. They were 
not able to get inside until after 
the fire had been brought under 
control. 

The fire started in the central 
section, built up to an intense heat 
and burst forth with terrific vio- 
lence. The flames mushroomed to 
the third floor and then burned 
their way down the three-story 
building. In the meantime, the cor- 
ridors became so filled with hot 
fumes that they were uninhabit- 
able. This was shown by the fact 

that none of the hospital’s six fire 
escapes was used. 

Many of the patients who were 
not bedridden tried to escape by 
jumping from the windows. The 
nuns tried to break their falls by 





MAY 1949, VOL. 23 








TROOPERS helped firemen remove bodies 
from the demolished building (Acme photo). 


spreading mattresses on the ground 
but many persons were killed as 
they leaped from second and third 
floor windows. Firemen begged 
them to remain at the windows 
until rescue ladders could be put 
up, but they were too panic-strick- 


RUINS of the hospital are shown in this aerial view. 
section were completely destroyed. Only the brick walls 


en to wait. Most of the patients on 
the first floor were saved. 

By nightfall, 36 bodies had been 
recovered from the smoking ruins. 
The hospital records were de- 
stroyed, but officials said that there 
were 134 patients and employees 
in the hospital at the time of the 
fire. A week later, after all the 
bodies had been recovered, the final 
death count was 75, including 10 
babies who were burned to death 
in their cribs. Among the victims 
were many nurses, nuns, the chap- 
lain and the engineer. Many of the 
nurses and nuns died trying to 
rescue patients and one nurse died 
in her attempt to save the newborn 
babies. 

While the exact cause of the fire 
still is being investigated, its rapid 
spread has been established as be- 
ing due to the combustible acous- 
tical ceiling and hallway treatment. 
Open stairways also were respons- 
ible for the startling rapidity with 
which the fire spread through the 
building. 

Emergency care: As soon as some 
of the survivors were out of the 
building, they were sent to private 
komes in Effingham and to hospi- 
tals in surrounding cities. The Red 
Cross set up emergency relief 
headquarters at a local hotel for 
the less seriously injured. Within 
a few minutes after the Red Cross’s 





Patient sections and the central 
remained standing (Acme photo). 





109 










































AN EMERGENCY hospital was prepared by the sisters of St. Anthony's to receive survivors 
of the fire. Cots were set up in the basketball court of the state armory (Acme photo). 


call for blood, 300 donors volun- 
teered and were lined up outside 
the emergency headquarters. State 
police from 14 counties rushed 
blood plasma to the scene. 

For the more seriously injured 
and burned, an emergency hospi- 
tal was set up at the Effingham 
state armory. Red Cross headquar- 
ters at St. Louis sent 50 cots, 100 
blankets and 200 units of blood 
plasma. Effingham housewives vol- 
unteered for temporary nursing 
duty at the armory. Nuns from hos- 
pitals in nearby cities also came 
for nursing duty. 

A few days after the fire, mobile 
medical and surgical facilities for 
a temporary 125-bed hospital were 
made available by the Ninth Naval 
District. These facilities were 
housed in quonset huts provided 
by the Fifth Army. Local doctors 
set up emergency delivery rooms 
in their offices for those babies who 
could not be born at home. 

Those sections of the hospital 
that were set off from the main 
building and were not destroyed 
were put into use for emergency 
care. The operating room and a 
maternity ward, which were in 
newer sections, were cleared by 
the next day for use as an emer- 
gency hospital. The garage which 
was a distance behind the hospital, 
was converted into a morgue. 

Fund raising: One week later the 
community had rallied and plans 
were under way to raise funds for 
a new St. Anthony’s Hospital. 
Memorial services, conducted April 
12 at the site of the hospital, offi- 
cially opened a drive for $600,000 
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to aid in construction of a $2,400,- 
000, 150-bed hospital. When Hos- 
PITALS went to press, $119,000 had 
been raised, according to Dr. 
Dwight A. Niccum of the Effingham 
Civic Foundation. 

Immediately after the announce- 
ment of the tragedy, Governor Ad- 
lai Stevenson of Illinois pledged 
state aid for rebuilding St. An- 
thony’s, which is the only hospital 
serving the more than 22,000 resi- 
dents of Effingham County. The 
state’s financial assistance will to- 


tal $800,000, and an equal sum i 
construction will be supplied 
the federal government. The co: 
munity fund drive is expected 
result in another $600,000, and tie 
hospital will realize $200,000 on 
insurance. 

The time schedule for replace- 
ment of the burned hospital calls 
for completion of the new building 
in a year. 


o:1ssF 


Ambulance for Babies 


An ambulance to be used espe- 
cially for bringing premature ba- 
bies from the home to the hospital 
recently was put into use by the 
Detroit Department of Health. The 
ambulance, the first of its kind in 
the United States, will be used to 
transfer babies to hospitals that 
are fully equipped to give the spe- 
cialized care these infants need. 

The ambulance has a front seat 
for a doctor and a driver and a 
seat in the back for a nurse. Spe- 
cial electrical equipment is pro- 
vided so that the incubator can be 
plugged in. There also are racks for 
oxygen tanks. 

Mildred Riese, R.N., a trustee of 
the Association and the adminis- 
trator of Children’s Hospital of 
Michigan, is in charge of arrange- 
ments at that hospital. 

The ambulance was purchased 
by the State of Michigan and loaned 
to the Detroit Department of 
Health. 





INCUBATORS, which rest on foam rubber cushions, are easily accessible through the rear 
door of the baby ambulance. Special equipment for heating and ventilation are provided. 
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Three New Bills for Health Insurance 


The Truman administration Na- 
tional Health Bill introduced in 
Congress late in April was one of 
the longest measures filed to date 
in this session. Its enactment was 
strongly urged by the President. 

Basically, the health insurance 
section of the new bill is the same 
as S. 5 and H.R. 783. Principal 
changes in the measure simply add 
such features as expansion of the 
Hill-Burton program, federal aid to 
local public health units, subsidiza- 
tion of professional schools in the 
medical sciences, establishment of 
scholarships to increase output of 
doctors and nurses and the stimu- 
lation of rural health and medical 
care cooperatives. 

The publication (a few days be- 
fore introduction of the President’s 
proposal) of “A Voluntary Ap- 
proach to a National Health Pro- 
gram” by three major Catholic 
groups heightened the controver- 
sial aspect of the health insurance 
problem. The Bureau of Health and 
Hospitals of the National Catholic 
Welfare Conference, the National 
Conference of Catholic Charities 
and the Catholic Hospital Associa- 
tion advocated, in lieu of compul- 
sory health insurance, such volun- 
tary steps as broadening of the 
Hill-Burton Act, aid to medical, 
dental and nursing schools, en- 
couragement of Blue Cross and 
Blue Shield plans and the: estab- 
lishment of state and local health 
councils. 

Meanwhile, the introduction on 
April 14 of the Taft-Smith-Don- 
nell national health bill, two weeks 
after the filing of a bipartisan 
health bill whose chief sponsor is 
Senator Hill, had provided the sec- 
ond side of Capitol Hill’s own pe- 
culiar triangle. 

Handling of these three bills, 
particularly by the Senate, was a 
warm topic of conversation along 
the Potomac during the waning 
days of April. This was due not 
only to controversial aspects of the 
measures, with particular refer- 
ence to means of broadening hos- 
pital and medical services to the 
Population, but also to the fact 
that they are omnibus bills affecting 
every facet of the nation’s health 
problem. 

Preoccupation of Congress, dur- 
ing April, with such major issues 
as F. 1ropean recovery, amendment 
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of labor legislation and depart- 
mental appropriations precluded 
the scheduling of committee hear- 
ings on bills to liberalize the Hill- 
Burton Act, subsidize the training 
of nurses and certain other meas- 
ures as early as had been antici- 
pated. Signs are increasing, how- 
ever that these delayed public 
hearings will be well under way 
before the end of May and they 
will continue into June and possi- 
bly July. 

It would seem that the health 
insurance showdown battle on the 
floors of Congress will not come 
before the second session in 1950, 
after committee hearings are com- 
pleted. Experienced observers feel, 
however, that Congressional lead- 
ers—Republican as well as Demo- 
crat—will not allow the first ses- 
sion of this Eighty-First Congress 
to expire without enactment of one 
or more major health bills. Most 
favored is S.614, doubling the fed- 
eral appropriation for the Hill- 
Burton Act to $150,000,000 annu- 
ally, and making certain other 
changes in the law. Also high on 
the priority list are bills for finan- 
cial aid to the states for school 
health services, strengthening and 
expansion of local public health 
agencies and subsidization of med- 
ical, dental and nursing education. 


Taft Bill 


The Taft - Smith - Donnell bill 
(S.1581) was introduced less than 
24 hours after the Ohio senatorial 
leader had warned that the Repub- 
lican party faces. oblivion if it does 
not support sound health, housing 
and education legislation in this 
Congress. While wholly in keeping 
with the three sponsors’ strong an- 
tipathy toward bureaucratic con- 
trol of hospital and medical ser- 
vices, the bill actually places 
stronger emphasis on federal parti- 
cipation than does the Hill bill 
(S.1456). Following are the prin- 
cipal provisions of 8.1581: 

1. Establishment of a national 
health agency, reporting directly 
to the President and headed by a 
doctor of medicine, which would 
absorb the present Public Health 
Service, Food and Drug Adminis- 
tration, St. Elizabeth’s Hospital 
(mental) and the maternal and 
child health activities now per- 
formed by the Children’s Bureau. 


This section is adapted with minor 
changes, from the bill (S.545) 
sponsored by Taft in the Eightieth 
Congress. 

2. Supervision by the new agen- 
cy of a state-controlled national 
program of medical, hospital and 
dental services for individuals and 
families unable to bear the whole 
cost. This is a five-year plan, with 
$1,250,000,000 in federal funds 
authorized, and the states matching 
the total equally. To assist the 
states in formulating their respec- 
tive plans, an additional $5,000,000 
would be divided among them in 
sums proportionate to population, 
also on a 50-50 matching basis. The 
states would have wide latitude 
in drafting their plans. For ex- 
ample, they might use a large part 
of their funds for encouragement 
of voluntary, nonprofit health 
plans, direct payment of premiums 
for membership, strengthening of 
diagnostic facilities or inducement 
of doctors to practice in isolated, 
rural or low-income areas. 

3. Subsidization of school health 
services at $35,000,000 a year, es- 
sentially in the manner prescribed 
by S.1411, which was favorably 
reported to the Senate March 25. 

4. Liberalization of the Hill-Bur- 
ton Hospital Survey and Construc- 
tion Act through doubling the fed- 
eral authorization to $150,000,000, 
extending the program to 1955 and 
effecting certain other changes, 





POLL RESULTS 


_ As part of a congressional poll 
taken of the registered voters 
of a California district recently, 
the statistics showed that these 
voters were overwhelmingly 
against a national compulsory 
health insurance law. The votes 
were: Yes, 25.6 per cent; no, 
68.94 per cent; no opinion, 6 
per cent. 

The poll was taken in a dis- 
trict that is about 75 per cent 
urban and 25 per cent suburban. 
There are a large number of 
small industrial plants, small 
and medium agricultural prop- 
erties and five colleges. Many 
of the district’s population are 
business and professional com- 
muters to Los Angeles. 

The results of the poll were 
published in a recent issue of 
the New York Herald Tribune. 































































substantially as provided in the 
pending S.614. The only important 
departure from S.614 is that this 
section of S.1581 requires the state 
to furnish $15,000 for administra- 
tive funds, or 1 per cent (instead 
of 2 per cent) of the cost of the 
state plan, whichever is higher. 

5. Federal financial assistance to 
the states for the purpose of in- 
creasing and improving the quality 
of local public health units within 
the community. This section is ac- 
tually S.522, a noncontroversial bill 
introduced last January by a group 
of Republicans and Democrats and 
also sponsored in the House on the 
same bipartisan basis. 

6. Formation of a 16-member 
advisory board, patterned after the 
Hoover commission, with the task 
of studying the nation’s training 
facilities and manpower needs in 
the health professions. Recommen- 
dations would be filed with Con- 
gress no later than January 15, 
1952. 

7. Inauguration in July, 1949, of 
a three-year program of federal 
subsidization of medical schools. 
“We have inserted no payments,” 
said Senators Taft, Smith and Don- 
nell, ‘for schools of nursing, den- 
tistry, dental hygiene or public 
health engineering simply because 
we have not available the informa- 
tion showing that a subsidy for 
these schools is absolutely essential 
as it appears to be from our infor- 
mation on schools of medicine.” 

8. Encouragement of federal em- 
ployees, who number more than 
two million, to enter voluntary 
hospital and medical care plans by 
permitting payment of premiums 
through pay envelope deduction, 
if the employee so requests. 

Senator Taft estimated that, for 
the first year of operation of the 
above program, federal expendi- 
tures would aggregate $280,000,000. 
The bill was heartily indorsed on 
the Senate floor by Senator Wayne 
Morse (R., Ore.), in the course of 
his vehement attack on the Ameri- 
can Medical Association for raising 
funds by assessment to fight com- 
pulsory health insurance. Senator 
Morse is one of the sponsors of the 
Hill bill (S.1456). 

On the other hand, Senator 
James E. Murray (D., Mont.) took 
to the radio on April 15 to de- 
nounce the Taft - Smith - Donnell 
measure as “‘the same charity med- 
ical care proposal which was in- 
dignantly rejected last year by 
every farm and labor organization 
which testified before the Senate’s 
Labor and Public Welfare Commit- 
tee.” 
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- ASSOCIATION BUSINESS - 





Convention Plans 


Six large general sessions are 
being planned as a major part of 
the program for the Association’s 
fifty-first annual convention, Sep- 
tember 26-29 at Cleveland. Other 
portions of the program include 
joint meéetings, special evening 
events, presentation of honors and 
awards, and consideration of offi- 
cial business. 

Special events: The convention 
will open formally on Monday 
morning, September 26, at the 
Cleveland Public Auditorium, 
where all general sessions will be 
held. President Joseph G. Norby 
will officiate at the opening cere- 
mony. 

Several evening events are be- 
ing scheduled. The first of these 
will be fellowship night on Mon- 
day evening. An informal buffet 
and reception, this traditional get- 
together will give Association 
members and guests a chance to 
spend an enjoyable, entertaining 
evening. The Ohio Host Committee 
is planning music and an informal 
program. 

The annual banquet, closing 
event of the convention, will be 
at the Hotel Statler, headquarters 
hotel, on Thursday, September 29. 

House of Delegates: The first 
meeting of the House of Delegates 
will be convened on Sunday 
morning, September 25, preceding 
the formal opening. The second 
session of the House, on Wednes- 


day evening, will include election 
of new officers. 

Business before the House this 
year will include discussion of cur- 
rent problems, consideration of by- 
law amendments affecting state 
affiliation and women’s auxiliaries, 
discussion of resolutions and other 
new business. 

All members and guests of the 
Association are invited to attend 
the meetings.. Active personal 
members and voting representa- 
tives of active institutional mem- 
bers may participate in the dis- 
cussion and proceedings. 

General meetings: The first gen- 
eral session on Monday afternoon 
will include discussion of four 
topics: The extent to which volun- 
tary enterprise and government 
werk together, the hospital serv- 
ice wanted by organized labor, 
what the public expects from hos- 
pitals, and the federal government 
and hospitals. 

Other subjects and times for 
general sessions are: Tuesday 
morning, technical aspects of the 
functions of the departments which 
the administrator should know; 
Tuesday afternoon, approaches to 
the distribution of hospital care; 
Wednesday afternoon, the quality 
of hospital care under our system 
of free enterprise; Thursday 
morning, the organizational struc- 
ture of hospital care. 

The concluding general session 
on Thursday afternoon will have 


IN THIS AERIAL view of the Mall in downtown Cleveland, the city's Public Auditorium may 
be found in the center of the photograph. When the Association meets at Cleveland next 
September 26-29, the auditorium will house the many educational and commercial exhibits. 
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financing the distribution of hos- 
pital care as its main theme. Dur- 
ing the session, Association Presi- 
dent-Elect John N. Hatfield will 
speak on the road of the future. 
A discussion forum also will be 
conducted. 

Wednesday morning has been 
set aside for joint meetings of 
hospital administrators and other 
groups. 

Tours: Although the convention 
proper will close after the Thurs- 
day evening banquet, arrangements 
are being made for Friday tours 
of Cleveland. Interested persons, 
either singly or in groups, will 
have the opportunity to visit such 
specific points of hospital interest 
as food service departments, ad- 
mitting offices, power plants, a 
new hospital and a recently com- 
pleted nurses’ home. Further de- 
tails will be published soon. | 

Other meetings: Concurrently 
with the Association meeting, the 
second annual conference of 
women’s hospital auxiliaries will 
be conducted. The national wom- 
en’s auxiliaries, under Association 
sponsorship, first met during the 
fiftieth annual convention. 

Two allied organizations will 
meet immediately preceding the 
Association convention. These are 
the American Protestant Hospital 
Association, scheduled for Septem- 
ber 23-24, and the American Col- 
lege of Hospital Administrators, 
scheduled for September 24-25. 

Two other organizations will 
meet concurrently with the As- 
sociation. These are the American 
Association of Nurse Anesthetists 
and the American Association of 
Medical Record Librarians. 

Persons expecting to attend the 
Cleveland convention are urged to 
make hotel reservations as soon as 
possible. It is suggested that in- 
dividuals plan to arrive on Sun- 
day, September 25, so that they 
may complete their registration in 
advance of the formal opening. 

Further details of preconvention 
and convention events as well as 
announcements of other program 
plans will be published soon. 


Committee Appointments 


Some additional appointments 
on Association standing and Board 
committees were announced re- 
cently by President Joseph G. 
Norby. These are: 

Resolutions: F. Stanley Howe, 
Orange (N. J.) Memorial Hospital, 
chairman; Nellie Gorgas, St. Barn- 
abas Hospital, Minneapolis. 

By-Laws: Arden E. Hardgrove, 
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As a tribute to National Hospital Day, President Truman wrote this letter to Joseph Norby. 


John N. Norton Memorial Infir- 
mary, Louisville, re-appointed 
chairman; Ronald Yaw, Blodgett 
Memorial Hospital, Grand Rapids, 
Mich. 

Sergeant-at-arms: M. F. Steele, 
M.D., Christ Hospital, Cincinnati. 

Assistant sergeants-at-arms: 
Harold K. Wright, Methodist Hos- 
pital, Sioux City, Iowa, and John 
G. Dudley, Memorial Hospital, 
Houston. 

Committee on Code of Ethics: 
N. W. Faxon, M.D., Massachusetts 
General Hospital, Boston; Harvey 
Agnew, M.D., Canadian Hospital 
Council, Toronto; Mabel W. Bin- 
ner, R.N., Children’s Memorial 
Hospital, Chicago; Willis J. Gray, 
Charles Godwin Jennings Hospi- 
tal, Detroit; Edgar C. Hayhow, 


Ph.D., East Orange (N.J.) General 
Hospital; A. P. Merrill, M.D., St. 
Barnabas Hospital for Chronic Dis- 
eases, New York City, and Sister 
Mary Therese, R.N., Mercy Hospi- 
tal, Chicago. 

Nomination of Assembly Dele- 
gates: W. E. Arnold, St. Luke’s 
Hospital, Jacksonville, Fla. 

Nomination of Officers: E. L. 
Harmon, M.D., Grasslands Hospi- 
tal, Valhalla, N. Y. 

Joint Advisory Committee’ of 
Nine, representing the American, 
Catholic and Protestant hospital 
associations: Joseph G. Norby, 
Columbia Hospital, Milwaukee; 
John N. Hatfield, Pennsylvania 
Hospital, Philadelphia, and John 
H. Hayes, Lenox Hill Hospital, 
New York City. 
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Plans for National Hospital Day 


Nursing groups throughout the 
United States will sponsor special 
programs as their part in the an- 
nual celebration of National Hos- 
pital Day, May 12. According to 
Theresa I. Lynch, chairman of the 
Committee on Careers in Nursing, 
nursing services of the Public 
Health Service, the Veterans Ad- 
ministration and the Armed Forces 
will assist in planning American 
Student Nurse Sunday, May 15. 

Special attention will be given to 
senior nursing students at church 
services and other special events 
during the day and week. Local 
recruitment groups, schools of 
nursing and officers of state nurs- 
ing organizations also are helping 
with the plans. National radio pro- 
grams, both church and special 
features, are scheduled. Prospec- 
tive students will be invited to spe- 
cial church services and to open 
houses. 

As another part of the special 
program, senior students are being 
asked to complete a questionnaire, 
showing their present and future 
plans, and whether they will be- 
come reserve officers in one of the 
armed services. Stories on the total 
number of students who are plan- 
ning to enter the various fields of 
nursing will be released nationally 
and locally. : 

Tributes to the nursing profes- 
sion have come from Joseph G. 
Norby, president of the American 
Hospital Association; Dr. R. L. Sen- 
senich, president of the American 
Medical Association, and The Rt. 
Rev. Msgr. George Lewis Smith, 
president of the Catholic Hospital 
Association. 

This year will mark the twenty- 
ninth annual observance of Na- 
tional Hospital Day. First cele- 
brated in 1921, its sponsorship was 
taken over by the Association in 
1924. 


Retirement 

Mary M. Roberts, editor-in-chief 
of the American Journal of Nurs- 
ing, retired April 1 after 23 years 
of service with that publication. 
She has been succeeded by Nell V. 
Beeby, who had been editor of the 
journal. 

Until her retirement, Miss Rob- 
erts was a representative on the 
Joint Commission for the Improve- 
ment of the Care of the Patient. 
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She has served as a nurse member 
of the Committee on Medicine in 
the Changing Order, as a member 
of the Committee on the Function 
of Nursing, and as one of the two 
nurses on the Committee on the 
Costs of Medical Care. 

A formal statement, issued by 
Joseph G. Norby, American Hospi- 
tal Association 
president after 
her retirement, 
said in part: 
“Hospitals, 
nurses, doctors 
and the Ameri- 
can public are 
deeply indebted 
to the construc- 
tive work that 
Mary M. Roberts 
has been re- 
sponsible for throughout her pro- 
fessional life.” Miss Roberts is a 
life member of the Association. 

In addition to her work on the 
journal, Miss Roberts has been ac- 
tive in other phases of the Ameri- 
can Nurses’ Association work. She 
has been chairman of the Commit- 
tee on the Florence Nightingale 
International Foundation and the 
Publications Committee, and di- 
rector of the Nursing Information 
Bureau. ¢ 

Miss Roberts will not retire from 
active participation in the nursing 
field or in the journal. She has 
been asked by the board of direc- 
tors to undertake a comprehensive 
writing assignment. 





Nurse Practice Act 

A law that will make it manda- 
tory for all persons who nurse for 
hire to be licensed has been ap- 
proved by the legislature of the 
State of New York. The law, the 
Nurse Practice Act, was passed 
originally in 1938 but its applica- 
tion was deferred until this year. 
The Scanlan bill, to defer action for 
another year, was introduced but 
rejected. 

The Nurse Practice Act will pre- 
vent any individual who is not li- 
censed from doing any form of 
nursing that involves physical care 
of a patient whether in a private 
home or in a hospital. This does 
not include domestic help. Thus, 
hospitals in New York will not be 
able to employ unlicensed auxiliary 
nursing workers. Practical nurses 





now must complete an approved 
training program. Licenses will not 
be granted for experience alone. 

The Greater New York Hospital 
Association, the Hospital Associa- 
tion of New York State and hos- 
pital administrators throughout 
the state said that the new law 
would almost double the number of 
nurses that are now needed by vol- 
untary hospitals. 


Loan Folder — 


A loan folder containing mate- 
rial on the preparation and use of 
practical nurses and auxiliary 
workers has been compiled by the 
Joint Committee on Practical 
Nurses and Auxiliary Workers in 
Nursing Services. A brief descrip- 
tive note is printed for each arti- 
cle listed in the folder. Titles of 
magazine, pamphlet and book ref- 
erences also are included. 

The folder is expected to assist 
in giving background information 
to those planning a program for 
training auxiliary hospital workers. 

The rental fee for the folder is 
$1 for two weeks. An additional 25 
cents will be charged for postage. 
It is available from the American 
Nurses’ Association, 1790 Broad- 
way, New York 19, attention of 
Joint Committee on Practical 
Nurses and Auxiliary Workers in 
Nursing Services. 


Shadyside Exhibit 


The nursing department of the 
Shadyside Hospital at Pittsburgh 
recently prepared an_ exhibition 
telling the public the nursing needs 
of a modern community. Exhibits, 
to explain the many services of 
nurses, were set up in the nursing 
school auditorium, classrooms and 
laboratories. They were divided 
into two main groups: (1) “Get- 
ting a Good Start in Life,” and 
(2) “Caring for Illnesses that may 
Occur.” 

The nurse’s function of health 
education was stressed in the first 
section. In the second, emphasis 
was placed on the nurse’s duty of 
ministering to the sick. Three 
scenes in the second section illus- 
trated the nurse’s role in an acci- 
dent, an operation and a medical 
illness. 

Nearly 350 people visited the ex- 
hibition. William E. Barron is the 
administrator of Shadyside Hospi- 
tal and Louise Savage is the di- 
rector of nursing. 
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The Problem: Retrenchment or Expansion 


The question of whether con- 
struction of veterans’ hospitals 
shall be allowed to continue with- 
out correlation with expansion of 
voluntary hospitals under the Hill- 
Burton Act remains wide open. 

When the House last month 
overruled President Truman’s 16,- 
000-bed, -$237,000,000 cutback in 
the construction program, the act- 
ual result was to toss the problem 
back into the President’s lap. Such 
perplexing questions as the fol- 
lowing were left unsettled: 

With some 4,000 veterans’ beds 
presently closed because they can- 
not be staffed, how can 16,000 more 
be serviced? f 

Although congressional senti- 
ment is gaining in favor of greater 
federal funds for enlargement of 
the nation’s voluntary hospital sys- 
tem, how successful will the end 
result be if competition between 
public and private hospitals for 
doctors, nurses and attendants is 
heightened? 

Is the ultimate solution to be 
found in establishment of a united 
medical administration, as recom- 
mended by the Hoover commission, 
to operate all veterans’, Army, 
Navy and Public Health Service 
hospitals? 

In voting against the cutback, 
all that the House Appropriations 
Committee would say was: 

“The committee is of the opinion 
that this reduction of program or- 
iginated in the Bureau of the Budg- 
et and, perhaps, was not thor- 
oughly considered. Therefore, it 
has eliminated the proposed reci- 
sion of $237,000,000 of contract 
authorization from the bill, so that 
should the President decide that 
all or any part of the proposed 
hospital program which the budget 
had eliminated is necessary, the 
authorization to proceed with the 
work will be available.” 

Thus, the picture now is the same 
as it was last January when the 
President’s executive order on the 
cutback was issued on recommen- 
dation of the Budget Bureau. 

In closed-hearing testimony be- 
fore the House Appropriations 
Committee, Dr. Paul B. Magnuson, 
the Veterans Administration’s chief 
medical director, emphasized the 
difficulty of staffing remotely situ- 
ated hospitals. As examples, he 
cited Dublin, Ga.; Knoxville, Iowa; 
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Roseburg, Ore.; Tomah, Wis.; Fort 
Bayard, N.M.; Big Spring, Texas; 
Lake City, Fla., and others. 

The Senate was scheduled to 
consider the Veterans Administra- 
tion appropriations bill late in 
April, but no support of the $237,- 
000,000 cutback was expected from 
that quarter despite growing clam- 
or for economy in government. If, 
by chance, the Senate does reverse 
the House action and uphold the 
retrenchment, it probably will be 


the signal for the special committee” 


headed by Senator Claude Pepper 
to resume hearings on the disputed 
cutback. 

Meantime, Washington observers 
are waiting to see what action on 
the question may be taken by the 
national committee of citizens, 
headed by the president of Temple 
University, which has been formed 
to work for adoption of the Hoover 
commission’s recommendations. 


Medical Directors 


Six area medical directors for 
the Veterans Administration have 
been appointed to supervise hos- 
pital and medical matters in all 
parts of the country. Five will be 
stationed at administration “key- 
points and a sixth will be in Wash- 





MATERNAL DEATHS 


During 1947 the maternal mor- 
tality rate in the United States 
decreased to a new low. Figures 
released by the Office of Vital 
Statistics show that the rate 
was 1.3 per 1,000 live births as 
compared with 1.6 in 1946. The 
actual number of maternal 
deaths was 5,153 in 1946 and 
4,978 in 1947 despite the tre- 
mendous increase in the num- 
ber of births. 

Since 1933, the first year that 
statistics are available for the 
entire country, the maternal 
mortality rate has dropped from 
6.2 to 1.3 in 1947. This is a 79 
per cent decrease. 

The rate has decreased more 
rapidly among white than non- 
white women. The mortality 
rate for white women decreased 
80 per cent, from 5.6 in 1933 to 
1.1 in 1947. The rate for non- 
white women decreased 66 per 
cent during the same period, 
from 9.7 to 3.3. 











ington, D. C. The six key cities 
were selected after 13 branch 
offices were eliminated. The su- 
pervisory functions of the former 
branch office medical staffs now 
are centered in the office of the 
chief medical director in Washing- 
ton. 


Career Handbook 


The Bureau of Labor Statistics 
has published a 454-page occupa- 
tional handbook for the Veterans 
Administration. The handbook, 
which contains reports on 288 oc- 
cupations, shows that there is an 
upward trend in medical service 
employment. This is said to be due 
to increasing population, rising in- 
come, better health education, hos- 
pitalization insurance. plans and 
the progress of medical science. 

Of all the medical professions 
described, physicians, dentists and 
nurses have the best opportunity 
for the future, according to the 
booklet. The shortages, especially 
in rural areas, are not likely to be 
relieved for some time even with 
increased output. Medical labora- 
tory and x-ray technicians have 
good employment opportunities if 
they are well trained. It was ex- 
plained that occupational thera- 
pists already trained and new en- 
trants have good employment op- 
portunities because the need for 
them is so great. 

Physical therapists have excel- 
lent opportunities now and for the 
next several years. Another group 
discussed are the medical record 
librarians. Unless a librarian is spe- 
cially trained, she will encounter 
considerable competition. 


’ Exhibit 


An exhibit showing the various 
types of medical care and treat- 
ment now used in veterans hos- 
pitals was opened by the Depart- 
ment of Medicine and Surgery of 
the Veterans Administration April 
15. The exhibit, set up in the 
Union Station at Washington, D.C., 
dramatizes the type of treatment 
for tuberculosis patients, neuro- 
psychiatrics and paraplegics. Sev- 
eral other display panels show how 
the administration is contributing 
to research in epilepsy, paraplegia, 
streptomycin, isotopes and pros- 
thetic devices. 

After the Washington showing, 
the administration plans to send 
the exhibit around the country. 
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Annual Blue Cross Conference in April 


New members of the Blue Cross 
Commission were to have taken of- 
fice at the close of the annual con- 
ference of Blue Cross and Blue 
Shield plans, April 18-20 at Holly- 
wood, Fla. One new commissioner 
has been named: Guy W. Spring, 
executive director of the Indian- 
apolis, Ind., for District VII. 


Other commissioners, all re- 
elected, are: Stanley H. Saunders, 
District I; Louis H. Pink, District 
II; Robert E. Johnson, District III; 
Abraham Oseroff, District IV; J. 
Douglas Colman, District V; Ed- 
ward Groner, District VI; Edson 
P. Lichty, District VIII; F. Kenneth 
Helsby, District IX; Fredric P. G. 





HONOR-SMATHERS ible MET PLASTIC. TUBE 


Archives of Surgery October 1947, Vol. 55 
by 


W H. Honor, M.D. Wyandotte, Mich 
Homer M. Smathers, M.D. Detroit, Mich 


Cross-section of double lumen 
HONOR-SMATHERS PLASTIC TUBE 


The illustration at right shows a cross-section of the double-lumen tube. 
By having the small tube, for introduction of mercury and air, buried within 
the wall of the tube, an unobstructed lumen for suction is provided. 

The unique construction of the Honor-Smathers Intestinal Intubation Tube 


provides the following Distinct Ad: , 


& Ease of intubation— extremely flexible—cannot “kink” ©& 
& Extremely large capacity in suction lumen gg 
f= Large size holes for suction=eliminating possibility of clogging 
& Complete control of tube at all times 


See Your 


Dealer 


Cat.No. 675, Size, 16 Fr. Complete with directions for use, $7.50 


Paulie 
TITLE 


C.R. BARD, Inc., Summit, N. J 


THERE IS NO SATISFACTORY SUBSTITUTE FOR QUALITY 





Lattner, District X; Ralph Walker, 
District XI; E. Duncan Millican, 
District XII. 

There are three appointive mem- 
bers of the commission. These are 
Dr. E. Dwight Barnett, director of 
Harper Hospital, Detroit, and 
chairman of the American Hospital 
Association Council on Prepayment 
Plans and Hospital Reimburse- 
ment; Dr. Basil C. MacLean, direc- 
tor of Strong Memorial Hospital, 
Rochester, N.Y., and O. G. Pratt, 
director of Rhede Island General 
Hospital, Providence, and a mem- 
ber of the Council on Prepayment 
Plans and Hospital Reimburse- 
ment. 

Other business: A main topic of 
discussion at the Blue Cross con- 
ference was to have been presen- 
tation of the Blue Cross national 
action program. Five main points 
including legislation, enrollment, 
efficiency, research and public re- 
lations made up the national pro- 
gram, which had been approved by 
the Blue Cross Commission early 
this year. Specific programs to car- 
ry out each of the points were 
worked out by the commission staff 
for submission to plan delegates 
at the conference. 


Descriptive folder 


All institutional members of the 
American Hospital Association re- 
cently received a four-page folder 
describing the three new Blue 


Cross organizations: The Inter- 
Plan Service Benefit Bank, the 
Blue Cross Association and the Blue 
Cross Health Service, Inc. 
Distributed by the Association’s 
Council on Prepayment Plans and 
Hospital Reimbursement, the fold- 
er was intended to help hospital 
administrators understand these 
Blue Cross developments. 
Included in the folder is a des- 
cription of the three organizations, 
a reprint of an article, “As Blue 
Cross Looks Ahead,” which ap- 
peared in the February issue of 
HOSPITALS, and a reprint on the 
“Background of the Program,” 
taken from a pamphlet issued by 
the Blue Cross: and Blue Shield 
commissions last year. 


Bank Inauguration 


The Inter-Plan Service Benefit 
Bank, established by the Blue Cross 
Commission to simplify hospitali- 
zation of plan patients in areas 
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PER 1000 PARTICIPANTS 


outside their homes, was to have 
gone into operation May l.. 

According to the terms of the 
bank agreement, plans represent- 
ing not less than 50 per cent of 
the total Blue Cross membership 
had to agree to participate before 
the bank could go into operation. 
By mid-April, 47 plans, represent- 
ing 68.58 per cent of all Blue Cross 
membership in the United States, 
had agreed to participate. 

The next effective date for plans 
not yet included in the bank will 
be July 1. 

Manager: Margaret Hill, formerly 
employed in the hospital case de- 
partment of the Chicago Blue Cross 
plan, has been appointed manager 
of the bank. She will be directly 
responsible for administration of 
the bank program at Blue Cross 
Commission headquarters. As pro- 
vided by the bank agreement, An- 
tone G. Singsen, assistant commis- 
sion director, will have general su- 
pervision of the inter-plan bank. 





HOSPITAL ADMISSIONS 
NET IN-PATIENT 1948-ANNUAL BASIS 
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AVERAGE LENGTH OF STAY 
REPORTED TO THE BLUE CROSS COMMISSION 


ADMISSION-STAY 


The average inpatient rate for Blue 
Cross plan patients in February was 
120 per thousand participants, a 4.33 
Increase over the January admission 
rate of 115 per thousand. The Febru- 
ary 1949 rate was higher than for 
the same period in 1948, when ad- 
missions averaged 113 per thousand. 

In January 1949, the average length 
of stay for Blue Cross patients was 
7.65 days. This was .02 of a day less 
than in December and was .35 of a 
day less than the 7.95 days length 
of stay for December 1948. 


aie am 





MAY 1949, VOL. 23 


Scientifically Planned 


Central Service Rooms... 


CAsTLE engineers do continuous research on the problem 
of Central Service Rooms in the hospital. They are glad to 
consult with you on your particular requirements . . . to 
show you where and how to locate and equip your Central 
Service Room for maximum efficiency. 


WRITE: Wilmot Castle Company, 1184 University Ave., 


Rochester 7, N. Y. 








Central Sterile Service, installed be- 
tween 2 surgeries, provides for wash- 
ing and sterilizing instruments, sterile 
water, emergency sterilization of in- 
struments. 


Central Sterile Service for Sur- 
gery, dry goods, sterile water, 
utensils and instruments. A spe- 
cialized service designed for spe- 
cial needs. 


Central Service Room with pro- 
vision for bulk sterilization of 
dry goods and utensils and pro- 
duction of pure distilled water. 


General Supply Service for bulk 
sterilization of dry goods and 
utensils. Car and carriage safe- 
guard technique and facilitate 
continuous operation. 


LIGHTS AND 
STERILIZERS 
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Early last month Senators 
Claude Pepper, James Murray, Hu- 
bert Humphreys and Paul Douglas 
met with a group of leaders in the 
hospital field to discuss coming 
health legislation. 

The merits of voluntary health 
insurance plans were carefully re- 





Discussion on Health Measures 


viewed and Hill-Burton projects 
were discussed with relation to the 
national health picture. At the end 
of the discussion, those present 
agreed such meetings should be 
held more often so that all phases 
of an insurance. program can be 
clarified. 
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@ Kewaunee Hospital Casework, Cabinets 
and Laboratory Furniture are scientifically 





designed to give you top efficiency and 
time-saving convenience. Built completely 
in our plants, Kewaunee’s high standards, 
plus production-line manufacturing, 
assure custom quality at lower cost. 
Kewaunee Metal Furniture is Bonderized 
for protection against rusting and 
chipping. Hospital Laboratory table tops 
and working surfaces are of KemROCK 
for resistance to acids, alkalis, solvents, 
abrasion and ordinary physical shocks. 
You are invited to consult Kewaunee’s 


Hospital Engineering and Planning Service 
without cost or obligation. 


Representatives in Principal Cities 


KEWAUNEE MFG. CO., 5082 S. Center St., Adrian, Mich. 


118 


Cc. G. CAMPBELL, President 








Among those present were (©. 
Rufus Rorem, Ph.D., executive di- 
rector of the Philadelphia Hospital 
Council; Ritz Heerman, superin- 
tendent of the California Hospital, 
Los Angeles; The Rev. Donald Mc- 
Gowan, assistant director of the 
Department of Social Action of the 
National Catholic Welfare Confer- 
ence, Washington, D.C.; Louis 
Reed; chief of the Office of Special 
Services, Division of Hospital Fa- 
cilities, Public Health Service, 
Washington, D.C.; Michael Davis, 
Ph.D., chairman of the Committee 
on Medical Economics of New York 
City; W. E. Arnold, executive di- 
rector of St. Luke’s Hospital, Jack- 
sonville, Fla.; Everett Jones, vice 
president of the Modern Hospital 
Publishing Company, Chicago and 
Dr. Dallas G. Sutton, director of 
study of hospital and government 
relations at the American Hospital 
Association’s Washington Service 
Bureau. 


Appeal for Enlistments 


Interns and residents who re- 
ceived all or part of their medical 
education at government expense 
under the ASTP or V-12 programs 
and who volunteered prior to July 
1, 1949 will be eligible for dis- 
charge on.July 1, 1951. The De- 
partment of Defense has written to 
them, to the county medical so- 
cieties and to hospitals where they 
hold staff positions urging volun- 
tary enlistment in the armed 
forces. 

Hospitals have been asked to as- 
sure these young physicians and 
dentists that their staff positions 
will be open on their return from 
service. When representatives of 
the Association’s Washington Serv- 
ice Bureau said it might be difficult 
to hold jobs open, the defense de- 
partment agreed that such assur- 
ance might be given. 

It has been estimated that by 
July there will be a shortage of 
1,600 physicians and 1,160 dentists. 
If the shortage is not eased by De- 
cember, the number of men needed 
will have increased to 2,200 phy- 
sicians and 1,400 dentists. 


National and local professional 
groups, veterans and civic groups 
are being asked by the services to 
contact doctors and dentists for 
personal interviews. Deans of med- 
ical and dental schools and hospi- 
tal administrators are being re- 
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quested to support this program. 

If the present campaign for vol- 
unteers fails, several alternatives 
have been suggested. These include 
passage of draft legislation, re- 
quests to reserve officers of World 
War II to re-enter the service, or 
retention of those men now on 
duty even though they may be eli- 
gible for discharge. 


Mental Patients 


There were more than a half a 
million long-term patients in men- 
tal hospitals in 1946 according to 
statistics published recently by the 
Division of Mental Hygiene of the 
Public Health Service. This figure 
represents an increase of 250 per 
cent since 1903—the first year for 
which figures are available. Some 
of this rise is due to an increase 
in the country’s population, but it 
is not in direct proportion. In 1903, 
186 persons out of every 100,000 
were in mental hospitals. By 1946 
the number had increased to about 
382 per 1,000. 

Several reasons were given by 
the division for the higher rate of 
hospitalization. These are more 
adequate provision of facilities 
better knowledge of the nature of 
mental disease and increasing con- 
fidence in the hospitals. 

Annual figures for resident 
psychiatric patients by total num- 
ber and rate per 1,000 population 
are: 

Resident Rate per 

Year Patients 1,000 

1903 150,151 186.2 

1909 187,791 207.5 

1922 267,837 243.2 

1936 432,131 337.5 

1941 490,506 371.1 

1946 529,247 382.4 


Joint Cancer Plan 


A campaign to tell the story of 
cancer research has been an- 
nounced by the Public Health 
Service. The campaign is a joint 
project of the United States and 
Canada. One objective of the pro- 
gram is to acquaint the people of 
both countries with the progress 
and problems of cancer research 
through films, study guides for 


teachers and booklets for lay - 


groups. Because of the shortage of 
Personnel, another objective of the 
Joint program is to stimulate career 
interests in cancer research. 

This is the first time the United 
States and Canada have combined 
e'‘orts in sponsoring a cancer edu- 
caiion program. 
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Transfer for Hospitals 

Federal narcotics hospitals at 
Fort Worth, Texas, and Lexington, 
Ky., are being transferred to the 
marine hospital division of the 


Public Health Service as a result 


of the establishment of National 
Institute of Mental Health. The two 
institutions formerly were admin- 
istered by the Division of Mental 
Hygiene, now abolished, whose du- 
ties have been assumed by the new 
institute. 

Dr. Robert H. Felix, who headed 
the division, has been appointed 
director of the National Institute 
of Mental Health. Its headquarters 
will be in the Federal Security 


Building (south), pending comple- 
tion of new construction at subur- 
ban Bethesda, Md., which will be 
the institute’s permanent home. 


Bone Banks 


Rear Adm. Clifford A. Swanson, 
surgeon general of the Navy, has 
announced plans to set up bone 
banks in naval hospitals. The 
Navy’s Bureau of Medicine and 
Surgery now is studying its hos- 
pitals to determine where the 
banks will be operated. Evidence 
of the need for bone banks was 
shown in a report by Lt. George 
W. Hyatt, M.C. Lieutenant Hyatt 
was a resident in orthopedic sur- 
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N. matter what the gauge or size, uni- 
formity is an outstanding characteristic of all 


B-D NEEDLES. 


Hyperchrome stainless steel tubing pro- 
vides the optimal compromise in a needle stiff 
enough to hold a point without “‘fish-hooking’’, 
and flexible enough to withstand maximum 


bending without breaking. 


From point to junction of cannula and hub, 
B-D NEEDLES hold practically true bore. Hubs 
are micrometer-gauged to assure uniform fit. 
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penetration. Cannula and hub are joined by unique 
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gery at the Lahey Clinic, Boston, 
for 16 months. 


Foreign Aid 


thirds of the total has been sent to 


France alone. Utilized almost en- , 


tirely for combating tuberculosis, 
324 government-controlled hospi- 












































ment required for rebuilding two 
French plants that will produce 
streptomycin. 


Naval Interns 


































The Economic: Cooperation Ad- tals and sanitariums in France now Ho 
ministration in late April disclosed are authorized to use streptomycin. The Navy recently announced ed 
that it has financed purchase of The federal agency which is ad- plans for the procurement of 300 thr 
nearly $9,000,000 worth of Ameri- ministering the Marshall plan also qualified candidates for intern po: 
can-made streptomycin for use by revealed that it is financing more training in civilian hospitals for tio! 
Marshall plan countries. Two- than $500,000 of American equip- fiscal 1950. The candidates, who cie 

will be given the rank of lieutenant ‘ 

(jg), must be graduated from or suk 

enrolled in the: senior class of an Scl 

approved medical school. Pul 

The men will serve a 12-month pit 

rotating internship in a civilian me 

hospital to which they have already “M 

been assigned or in a naval hospi- tric 

tal. They will be required to serve ° arc 

on active duty for a period of 24 lut: 

months beyond the date of com- str 

pletion of their intern training. Ho: 
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Research Grants che 

a Voluntary hospitals in New York i. 

a City and Los Angeles are among ; 

ne recipients of $671,200 in federal md 

/; grants to support laboratory and i 

ty clinical research in cancer, recom- i] 

Ua l mended by the National Advisory 

Cancer Council. 
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Southern Conference on Planning 


The Southern Conference on 
Hospital Planning will be conduct- 
ed at Biloxi, Miss., May 19-21. The 
three-day session will include sym- 
posiums, panel discussions and sec- 
tional meetings of the state agen- 
cies. ‘ 

Some of the speakers and their 
subjects will be: Dr. Leonard A. 
Scheele, surgeon general of the 
Public Health Service, “The Hos- 
pital Program;” Charles Daniel, 
mechanical engineer, Baltimore, 
“Mechanical Engineering and Elec- 
trical Engineering;” Nat Owings, 
architect, Chicago, “Schematic So- 
lutions; T. Joseph Hogan, con- 
struction and maintenance section, 
Hospitals Division, Public Health 
Service, ‘“Typical Mistakes in Me- 
chanical Engineering in Hospital 
Planning.”’ Among subjects to be 
discussed by panels are hospital 
services and the nursing unit. Lu- 
cile Petry, chief of the nursing ser- 
vice of the Public Health Service, 
will lead the nursing unit panel. 
Roy Hudenburg secretary of the 
American Hospital Association’s 
Council on Hospital Planning and 
Plant Operation, will lead the 
panel on hospital services. 

Another event of the conference 
will be the judging of the inter- 
collegiate competition for planning 
a small community hospital. 

Frank Lloyd Wright will be the 
banquet speaker. Dr. Thomas Par- 
ran, former surgeon general of the 
Public Health Service and now 
dean of the graduate school of 
public health at the University of 
Pittsburgh, will be a luncheon 
speaker. 

Other meetings: Another clinic to 
assist planners of hospitals and 
health centers which are being de- 
veloped under the Hill-Burton Act 
was conducted in Washington in 
mid-April, under sponsorship of 
the Division of Hospital Facilities, 
Hospital Services Section, Public 
Health Service. Purchase of equip- 
ment and supplies is the chief topic 
for discussion at the clinics, which 
to date have been held in New Or- 
leans, Kansas City, Denver, New 
York, Oklahoma City, Chicago and 
Washington. 

Future conferences of a similar 
nature are planned for Boston and 
Datias, although dates have not 
yet been scheduled. Public Health 
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Service experts in dietetics, phar- 
macy, laboratory and general hos- 
pital administration will continue 
to serve as discussion leaders. 


Approvals 


As of March 31, 756 projects had 
received initial or final approval 
under the Hill-Burton Act, accord- 


ing to the latest status report of 
the Division of Hospital Facilities, 
Public Health Service. The esti- 
mated total cost was $458,398,369, 
of which the federal share is $142,- 
042,655. There were 292 final ap- 
provals, aggregating $161,010,309, 
and 464 initial approvals, totaling 
$297,388,060. 

With reference to total cost of 
finally approved applications, lead- 
ing states to date in Hill-Burton 








For Controlled Uniform Quality 


Specity- <> 


Surgical and Laboratory Tubings 


Some hospital buyers when ordering laboratory and surgical 


tubings order some of one brand and some of another. But many 


buyers have found that they get controlled uniform quality 


throughout when they specify “RLP” for all their tubing needs. 


Rubber Latex Products, Inc., manufactures both black 


laboratory tubing and amber surgical tubing. Both tubings are 
made from pure liquid latex without the use of minerals or 


coagulants. They are seamless, smooth and non-toxic. RLP Sur- 


gical Tubing is standard equipment on medical products of 
some of the world’s largest manufacturing laboratories. RLP 


Laboratory Tubing may be used for medical, bacteriological 


and food testing purposes as well as other laboratory applications. 


World Suppliers of 
Pure Latex Tubing 
igs RE 


When next you order specify RLP Surgical 
and Laboratory Tubings. Assure yourself of con- 


trolled uniform quality in the finest, purest latex 


tubings it is possible to make. 


Pure Latex Surgical Tubing 


6 Standard Sizes 


Pure Latex Laboratory Tubing 


24 Standard Sizes 


Rubber Latex Products, Inc. 


Cuyahaga Falls, Ohio 











- + PLANNING, CONSTRUCTION : - 





Act participation are: Florida, 10 
projects, $10,884,000; North Caro- 
lina, 21 projects, $10,733,000; Ten- 
nessee, eight projects, $10,245,000; 
Texas, 28 projects, $8,928,000; New 
Jersey, four projects, $7,800,000, 
and Illinois, eight projects, $7,903,- 
000. 


Community Drive 


A total of $800,000 has been 
subscribed to the campaign to pro- 
vide funds for the completion of 


the new St. Joseph’s Hospital at 
Hazelton, Pa. The goal for the 
new 300-bed institution is $973,- 
000. This is in addition to the 
$678,122 that was subscribed in 
1946 when a smaller hospital was 
planned. 

The hospital, now partially com- 
pleted, will have such special fea- 
tures as a silicosis department for 
the treatment of anthracosilicosis 
(miner’s asthma), a polio isolation 
department and a rehabilitation 
service for amputees. 








interest, increased prestige. 


our services and their cost. 





RAISING MONEY... 
WINNING FRIENDS 


Good fund-raising is directed toward raising money—definite results 
which can be measured in the sum obtained in gifts. 


But equally important are the by-products of a fund-raising cam- 
paign under intelligent and experienced direction: good will, public 


The impressions you make upon your public during a fund-raising 
campaign, when your institution is subjected to critical view even more 
than during normal periods, must be good ones. 

Thus, a double responsibility is placed upon professional fund- 
raising counsel. B. H. Lawson Associates know that not only must we 
obtain the sum needed by your hospital, we must create lasting good 
will—good will which will pay dividends over the years. 


If you are considering an appeal to the public for funds, we would 
be pleased to have our representative call without obligation to explain 


An illustrated brochure, “Your Appeal to the Public,” explaining 
the professional direction of fund-raising campaigns, is available upon 
written request to Department A-5. 


B. H. LAWSON ASSOCIATES 


INCORPORATED 
307 SUNRISE HIGHWAY 
ROCKVILLE CENTRE 


NEW YORK 











Project Applications 


Following is a list of project con- 
struction applications approved by 
the Public Health Service under 
the Hill-Burton Act. The list is 
divided by states and carries the 
following information in order: 
Name of institution, city, type of 
facility to be built, number of beds, 
type of ownership, estimated total 
cost and estimated federal share. 
This is a continuation of the list 
which appeared on page 132 of 
HospIitTats for April. 


ALABAMA 


District I Tuberculosis Sanatorium, De- 
catur; tuberculosis; 54; special district; 
$635,000; $200,000 (1949 budget). 

Perry County Hospital, Marion; general; 
20; county; $167,000; $55,000 (1949 budget). 

Dale County Hospital, Ozark; general; 
30; county; $300,000; $100,000 (1949 budget). 


CALIFORNIA: 

Seneca District Hospital, Chester; gen- 
eral; 10; special district; $183,000; $61,000 
(1949 budget). 

Sierra Valley Hospital, Loyalton; general; 
10; special district; $162,350; $51,450 (1949 


budget). 
INDIANA 
Fayette Memorial Hospital, Connersville; 
general; 24; nonprofit; $297,000; $99,000 (1948 


budget). 
Lutheran Hospital,-Fort Wayne; general; 
——; nonprofit; $849,174; $163,386 (1948 


KANSAS 


budget). 
Norton County Hospital, Norton; general; 
34; county; $351,011; $117,003 (1949 budget). 


KENTUCKY 
Mary Immaculate Infirmary, Lebanon; 
general; 65; ‘nonprofit; $609,720; $203,240 
(1949 budget). 
MARYLAND 
.University of Maryland Psychiatric Insti- 
tute, Baltimore; mental; 73; state; $1,515,- 
831; $434,831 (1949 budget). 


MICHIGAN 


Three Rivers Hospital; general; 35; city; 
$460,000; $153,333 (1948 budget). 


MINNESOTA 


St. Luke’s Infirmary, Duluth; chronic; 
150; county; $1,064,706; $354,902 (1948 


budget). 
MISSISSIPPI 
Sunflower County Health Center, Indi- 
anola; health center; ——; county; $66,315; 
$22,105 (1949 budget). 


NEW JERSEY 
Perth Amboy General Hospital; general; 
73; nonprofit; $757,036; $150,655 (1949 
budget) ; $101,690 (1950 budget). 


NORTH CAROLINA 
Pitt County Hospital, Greenville; general; 
120; county; $1,440,000; $480,000 (1949 
budget). 
Alexander County Hospital; general; 20; 
nonprofit; $207,500; $61,333 (1949 budget). 


PENNSYLVANIA 
J. C. Blair Memorial Hospital; Hunting- 
don; general; 92; nonprofit; $1,148,190; $382,- 
730 (1948 budget). ; 


SOUTH CAROLINA 
York County Hospital, Rock Hill; gen- 
eral; 62; county; $565,071; $188,357 (1948 
budget). : 
South Carolina State Hospital, State 
Park; mental; ——; state; $131,928; $43,976 
(1948 budget). 


HOSPITALS 





catior 
hospi 
Velop: 
for se 
great 
minis: 
Furth 
hospi 
at va 


MAY | 








-- EDUCATION - - 





Contributions to College Fund 


Contributions to the American 
College of Hospital Administrators’ 
five-year educational fund are well 
on the way toward the minimum 
$425,000 goal. At a meeting last 
month, Dr. Wilmar M. Allen, presi- 
dent-elect of the college and chair- 
man of the Steering Committee, 
announced that substantial contri- 
butions have been made by the 
following industrial corporations 
which serve hospitals: 

Simmons Company, New York 
City, Grant G. Simmons, president, 
and Roger Wilde, head of the hos- 
pital division in Chicago $15,000; 
A. S. Aloe Company Charitable 
Trust, St. Louis, Howard F. Baer, 
President, $5,000; Will, Folsom and 
Smith, Inc., $11,000; Huntington 
(Ind.) Laboratories, Inc., J. L. 
Brenn, president, $5,000. 


Many contributions are being re- 
ceived from boards and individual 
trustees of hospitals throughout the 
United States. The earliest sub- 
scriptions from boards included 
$2,570 from St. Vincent’s Hospital 
of New York City, Sister Loretto 
Bernard, administrator; $2,000 
from Elizabeth Steel Magee Hos- 
pital, Pittsburgh, Jessie J. Turn- 
bull, superintendent and president 
of the college; $1,500 from Hartford 
(Conn.) Hospital, Dr. Wilmar M. 
Allen, director. Individual trustees 
are contributing in amounts rang- 
ing from $10 to $1,850. 

The Valley Baptist Hospital at 
Harlingen, Texas, has made an 
initial subscription for $1,100 and 
the Reading (Pa.) Hospital has 
subscribed $750 to date. 

Two contributions have come 
from hospital associations. The On- 
tario Hospital Association and the 
Alabama Hospital Association each 
have sent $1,000. 

The minimum goal of $425,000 
has been set to finance the college's 
educational program. The program 
will include inservice research and 
education, provision for better edu- 
cational facilities for students in 
hospital administration courses, de- 
velopment of new testing methods 
for selecting people who have the 
greatest aptitude for hospital ad- 
ministration and for scholarships. 
Further plans include additional 
hospital institutes to be conducted 
at various colleges and universities. 
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Cornell Workshop 


A work conference on super- 
visory training in human relations 
will be conducted July 25-30 by 
Cornell University, Ithaca, N.Y., 
in cooperation with the American 
Hospital Association. The purpose 





of the workshop is to bring to- 
gether administrators and depart- 
ment heads to determine, diagnose 
and solve some of the common hu- 
man relations problems that are 
encountered by hospital super- 
visors interested in setting up a 
workable program. 

Attendance at the conference 
will be limited to 40 persons. Fur- 
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FLOORS 


Can you truthfully say, “I’m 
proud of my floors. Their 
safety, their: beauty, and 
cleanliness can not be excell- 
ed”? Thousands of hospital 
purchasing agents, superin- 
tendents, and maintenance 
men are saying this because 
they used and are still using 
Hillyard floor treatment and 
maintenance products for 
they are materials that have 
proven “quality products are 
the most economical in the 
long run”’. 


Every product in the Hillyard line is made especially for cer- 
tain use, to restore problem floors and make them lastingly 


beautiful. 








Floor Treatment and Maintenance 
‘JOB SPECIFICATIONS 
a 


WILLYARD SALES. COMPANIES 


ATA Cotncad Comma 
vom: eno 











o70 ALABAMA ST. pistrisuToRS HILLYARD CHEMICAL CO. ST. JOSEPH, MO. 


Send for the NEW 
book on proper main- 
tenance of floors, full 
of information and 
methods on proper 
materials that will 
save floor surfaces, 
write for your copy 
now. IT IS FREE. 


Hillyards maintain 
a Nation-wide service 
of floor treatment 
**Maintaineers’’, if 
you have any floor 
or sanitation prob- 
lem call or wire us 
for the ‘“Maintain- 
eer” nearest you, his 
advice is yours for the 
asking and at no ob- 
ligation on your part. 


SHILLYARD SALES CO’s§: 


1947 BROADWAY. 
NEW YORK, WN. Y- 
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ther details are available from the 
personnel specialist, American 
Hospital Association, 18 E. Division 
Street, Chicago 10. 


Student Awards 


Two new awards for hospital ad- 
ministration students at the Uni- 
versity of Minnesota have been 
established from gifts made to the 
university by James A. Hamilton, 


professor of hospital administra- 
tion, and Mrs. Hamilton. 

The two student prizes, the 
James A. Hamilton achievement 
award and.the Sabra M. Hamilton 
award in hospital administration, 
will be presented from funds set 
up from the $3,500 gift. 

Mr. Hamilton, Association presi- 
dent in 1943, received the annual 
Award of Merit last year. 





SOS 


BECKMAN 
THYROID 
RETRACTOR 


Haslam No. B-999-R 








‘A Steel 


The ideal retractor for goitre 


work. Provides unobstructed 
operative field. Self-retaining 
in any position with Haslam 


LOKTITE control. 








SEE YOUR SURGICAL SUPPLY DEALER 


FINE SURGICAL 


Over aCentury of Surgical 
Instrument Craftsmanship 











INSTRUMENTS 


De Pie gira & Go., INc. 
83 ULASK!I STREET, BROOKLYN 6, NEW YORK 





School Accreditation 


The Cornell University-New 
York Hospital School of Nursing 
has been approved officially by the 
National Organization of Public 
Health Nursing. It is one of five 
basic nursing schools in the United 
States to be accredited by the 
organization. 


Graduates from the school now 
will be clasified as qualified public 
health staff nurses, thus elimi- 
nating a year of postgraduate study 
usually required. ‘Another advan- 
tage of the accreditation is that 
graduates will be eligible to take 
a more advanced program if they 
decide to enroll in further college 
courses in public health nursing, 


Blind Technicians 


The Mallinckrodt Institute of 
Radiology at St. Louis, which 
processes all x-ray films used in 
the Barnes Hospital-Washington 
University medical group, inaugu- 
rated an experimental program 
several months ago to improve the 
caliber of the developing process. 
Dr. Sherwood Moore, head of the 
institute and professor of radiology 
at the Washington University 
School of Medicine, found that 
x-ray films could be processed in 
total darkness just as well as with 
a safety light. His decision was 
that it would be practical to train 
blind persons for dark room work. 


As an experiment, three men 
who were blind were assigned to 
the university by the Bureau for 
the Blind of the State Division of 
Welfare. These men became s0 
proficient, that after two months 
of training and actual experience 
they now are able to handle ap- 
proximately 350 x-ray films a day. 
Dr. Moore now plans to install a 
dummy dark room for the training 
of additional blind persons. He 
hopes that this experiment will 
be adopted throughout the coun- 
try, with preference for training 
given to blind veterans. 


With this in mind, officials of 
the Division of Vocational Re- 
habilitation of the State of Ohio 
through the Ohio Hospital Associa- 
tion have asked Ohio hospitals to 
consider employment of blind per- 
sons in the processing of x-ray 
films. A full description of the plan 
now being used by Barnes Hos- 
pital was sent to all member hos- 
pitals of the Ohio association. 
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- . UNIFORMS OF EXCELLENCE 
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will i FOR THE GRADUATE NURSE 


a 
un- INVALID BED 
CAPES 


1ing Combines the comfort and convenience of a home bed with 
CUSTOM TAILORED—100% WOOL 








modern hospital requirements. 

low (18 inches) for ease in getting in or out, with smooth- 
Ste. ly operating center crank to raise bottom to regular 27 inch 
yhio height. Easy turning handles for adjustable Gatch bottom save 
exertion in regulating comfortable back and leg positions with 
the least disturbance to the patient. For detailed information 
on this and other hospital furniture, write: 


t 
4 
1 
i 
' 
i 
3 
i- eee ee 
: MAIL COUPON TODAY! MAIL COUPON TODAY! 
= jC. D. WILLIAMS & CO. H549 
s to j 
er- i) 
ray FRANK A. HALL & SONS : 
plan Since 1828 a 
[os- 200 Madison Avenue, New York 16, N. Y. ; 
10S- Factories at 120 Baxter Street, New York and Southfields, N. Y. j 
—_ ___ HALL BEDS WEAR LONGEST— GIVE BEST SERVICE ( 


246 South IIth Street, Philadelphia 7, Pennsylvania 


Send folders describing 


Street and No. 
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Ideal For Premature, Normal Babies 








prevent 
collapse. 








Soft 
shoulder 









enables baby 
to nurse 
by com- 
pression 
as well as 
suction. 













a Flow further regulated 
ae by adjusting cap. 


Evenflo N ursing 
like 
Breast Feeding 


Nipples that /ook like the breast are 
not enough. They must provide the 
heaithful sucking that Nature intended 
but without the frustration caused by 
collapsed nipples or the fatigue that 
results from nursing hard, stiff nipples. 
Equally bad are large-holed nipples that 
require no sucking at all. 
















Natural Action 


The Evenflo Nipple must be nursed. 
But because of Evenflo’s twin air valves, 
normal air pressure is maintained inside 
the bottle. This allows the milk to come 
smoothly and easily. The shoulder as 
well as the feeding tip of the Evenflo 
Nipple is soft and pliable so baby can 
nurse by compression as well as suction. 













Ideal for Hospitals 


The superiority of Evenflo Nursers 
for home feeding has long been 
recognized by pediatricians. Now these 
nursers are available in 4-oz. size for 
hospitals. Their nipple, bottle, cap all- 
in-one makes them perfect for auto- 
claving. Why not try them in your own 
maternity ward? Write for free sample 
and literature. 

Dept. H 


THE PYRAMID RUBBER CO. 
RAVENNA, OHIO 


Soenflo 


America’s 
Most Popular Nurser 
Ideal Hospital Unitt—> 


























- Evenflo sealed 
4 for refrigeration 


i autoclaving. 





Approved by Doctors and Nurses 
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Celebration 


The Greater New York Hospital 
Association will observe its an- 
nual National Hospital Day cele- 
bration at a dinner, May 12. Nor- 
man Goetz, president of the Hospi- 
tal Council of Greater New York, 
will be presented with a citation for 
his outstanding contributions to the 
member hospitals of the associa- 
tion. 

Speakers at the dinner will be 
Dr. Eli Ginzberg, director of the 
New York State Joint Hospital 
Survey and Planning Commission, 
and George Sokolsky, newspaper 
columnist and radio commentator. 


Association in India 


The Hospital Association of the 
Indian Union recently amended a 
draft constitution and passed it 
unanimously. At the same meeting 
in January, an interim committee 
was elected to enlist new members 
and do further work on the consti- 
tution. 

Officers of the association are: 
President, Dr. M.D.D. Gilder, Min- 
ister of Health; chairman, Dr. R. 
N. Cooper; secretary, Dr. P. M. 
Sangani, superintendent of the Sir 
H. N. Hospital, Bombay. 

The association, which was or- 
ganized late last year, met in Bom- 
bay. 


New England 


More than 4,200 persons attend- 
ed the twenty-sixth annual New 
England Hospital Assembly, March 


NEW OFFICERS elected at the recent meeting of the New England Hospital Assembly are: 
Dr. Gerald F. Houser (left), treasurer; Paul J. Spencer, vice president; Lester E. Richwagen., 
president, and Dr. Albert Engelbach who is the immediate past president of the assembly. 











28-30 at Boston. New officers elect - 
ed at the three-day session were: 

President, Lester E. Richwagen, 
director of the Mary Fletcher Hos- 
pital, Burlington, Vt.; vice presi- 
dent, Paul J. Spencer, director of 
the Lowell (Mass.) General Hos- 
pital; Theodore F. Childs, superin- 
tendent of the Brockton (Mass.) 
Hospital; treasurer (re-elected), 
Dr. Gerald F. Houser, director of 
the Faulkner Hospital, Jamaica 
Plain, Mass. 


Nursing Convention 


The National League of Nursing 
Education will conduct its fifty- 
third annual convention at Cleve- 
land, May 2-6. The main theme 
of the convention will be ‘“Sys- 
tematic Investigation and Planning 
for Nursing.” Other subjects to 
be discussed include nursing 
school curriculums, measurement 
and guidance tests and federal 
legislation for nursing education. 

Graduate and student nurses and 
other interested persons may 
attend. 


First Congress 


George Bugbee, executive direc- 
tor of the American Hospital Asso- 
ciation, will attend the first con- 
gress of the International Hospital 
Federation, May 30-June 4, at 
Amsterdam and Groningen, Hol- 
land. 

After the international meeting, 
Mr. Bugbee will spend several 
weeks in England making a thor- 
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JUST FOR THE 
RECORD 


WE MAKE - EQUIPMENT FOR EVERY 
DEPARTMENT OF THE HOSPITAL 


: 
pA_D.0. SAnoa 


| | DR Ew HARais 


OR.LM.GILLIAM 
OR. R.RKAKLE 


OR.A.6. LANORUM 


ote ll 


DRG. DORGAN Ma iN |} 


NURSES DESKS, IN AND OUT REGISTERS, SURGI- 
CAL EQUIPMENT, LIGHTS, INCUBATORS. 


NEW, FREE CATALOG UPON REQUEST. 


Your nearest dealer sells and shows Wocher furni- 
ture. See him or write to 


* 


Surgical Equipment and Instruments 
CINCINNATI 2, OHIO 
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ANOTHER Wi. FIRST 


THE FIRST ELECTRICALLY OPERATED ATTACHMENT TO 
GIVE THE PATIENT COMPLETE CONTROL OF THE BED 


The touch of a button raises or lowers 
bed to any desired position... 


@ Here is a new convenience and comfort for the patient— 
new relief for tired, overworked nurses. ELEcTRO-GATCH 
enables the patient to raise and lower the head or foot 
section of the bed, and adjust the Gatch spring to any 
standard position, without calling the nurse. Foot and 
head sections are controlled by separate motors. Either 
motor can be disconnected without affecting operation of 
other section. Approved by physicians and surgeons for 
medical, surgical and maternity cases. A great help at 
meal time. Patient can adjust himself to sitting position 
while nurse arranges food tray on the overbed table. 
Patients who have used it say they would not be without 
it at any reasonable additional cost. Auxiliary crank 
allows easy hand operation in event of power failure. 
AC or DC. current must be specified. Write for bulletin. 


HILL-ROM COMPANY, BATESVILLE, IND. 


‘e HILL: ROM 


* Surntture for / Om LL Hospi 





IODINE 


VvvvvyeQvvvv 
Essential Ally of the Profession for 


Prevention ... Diagnosis ... Therapy 


In addition to the many Iodine spe- 
cialties, the following Iodine prep- 
arations, official in United States 
Pharmacopoeia XIII and National 
Formulary VIII, are widely pre- 
scribed in everyday practice: 





U.S.P. XI 


CALCIUM |ODOBEHENATE 
CHINIOFON 
DILUTED HYDRIODIC ACID 
HYDRIODIC ACID SYRUP 
IODINE 
STRONG IODINE SOLUTION (LUGOL’S) 
IODINE TINCTURE 
1ODIZED OIL 
IODOPHTHALEIN SODIUM 
IODOPYRACET INJECTION 
POTASSIUM IODIDE 
SODIUM IODIDE 





N.F. VIII 


AMMONIUM IODIDE 
FERROUS IODIDE SYRUP 
IODINE AMPULS 
IODINE OINTMENT 
IODINE SOLUTION 
PHENOLATED IODINE SOLUTION 
STRONG IODINE TINCTURE 
IODOCHLOROHYDROXYQUINOLINE 
IODOCHLOROHYDROXYQUINOLINE TABLETS 
1ODOFORM 
POTASSIUM IODIDE SOLUTION 
POTASSIUM IODIDE TABLETS 
COLLOIDAL SILVER IODIDE 
SODIUM IODIDE AMPULS 
THYMOL IODIDE 


An Antiseptic of Choice 
IODINE TINCTURE 
U.S.P. xl (2%) 





IODINE 
EDUCATIONAL 
BUREAU, Inc. 


120 BROADWAY, NEW YORK 5,N. Y. A 
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ough study of the national health 
program there. 

The Association’s official dele- 
gate to the federation congress will 
be Dr. Donald C. Smelzer, chair- 
man of the Council on International 
Relations and a member of the in- 
ternational federation’s executive 
committee. 

Recently the federation was ad- 
mitted to full membership in the 
World Health Organization. 


Public Health Meeting 


The seventy-seventh annual 
meeting of the American Public 
Health Association will be con- 
ducted at New York City, October 
24-28. Each of the 13 sections of 
the association will conduct ses- 
sions related to its field of interest. 
Some of these are dental health, 
epidemiology, industrial hygiene, 
maternal and child health, public 
health education and public health 
nursing. 

More than 5,000 professional 
public health workers are expected 
to attend the meeting. Further de- 
tails are available from the execu- 
tive secretary of the American 
Public Health Association, 1790 
Broadway, New York City. 











Fund Raising 


Counsel 


For a quarter century our cam- 
paigns have succeeded not only 
financially, but in the excellent 
public relations we have established 
for our clients. 

Consultation without obligation 


or expense. 

i 
CHARLES A. HANEY 
x ASSOCIATES, INC. 


259 Walnut St. +» Newtonville, Mass’ 


Engineers 


A new organization, the Execu- 
tive Hospital Engineers of New. 
Jersey, was formed at a recent 
meeting. Executive engineers in 
New Jersey hospitals organized 
the new group, which is intended 
to focus attention on the specialized 
problems of hospital maintenance 
and plant operation.and to provide 
an opportunity for men in the same 
field to exchange information. 

The first president is Walter R. 
Booth, superintendent of buildings 
and grounds at East Orange Gen- 
eral Hospital. Other officers elected 
are: Vice president, Arthur Dunbar 
of Elizabeth General Hospital; sec- 
retary, James Malloy of Englewood 
Hospital. 
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(Continued from page 34) 


necessary costs added to the neces- 
sary ones may outweigh the value. 
It is economical to have special 
diets prepared, under the super- 
vision of the chief dietitian, in the 
special diet kitchen of the main 
department. Here attention is fo- 
cused on the right preparation and 
serving of all food service. While 
supervising the department, the 
dietitian can. be aware of many 
things about special diets that 
might otherwise escape her notice 
—partially eaten special diets, un- 
necessary special diets, inadequate- 
ly planned special diets, not dis- 
continued special diets and special 
diets to the “privileged” patients. 
While the special diet kitchen 
must have its own refrigerator, 
range, cooking utensils, tables, 
scales, blackboards and_ teaching 
facilities for students and home- 
ward-bound patients, the combina- 
tion of facilities of the main and 
special diet kitchen—with nothing 
but wall between them—makes for 
efficiency and economy.—NELL 
ROBINSON, superintendent, East 
Liverpool (Ohio) City Hospital. 
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Silver Nitrate Applicators 
Silver Nitrate 75% 
Packed in vials of 100's 
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CURRENT LISTING OF NEW MEMBERS 








INSTITUTIONAL MEMBERS 


- ALABAMA 
Luverne, Marvin Kendrick Memorial Hos- 
pital & Clinic 
ARIZONA 
Cottonwood, Marcus J. Lawrence Memorial 


Hospital 
CALIFORNIA 
Tracy, Tracy Community Memorial 
Hospital, Inc. 
COLORADO 


Cheyenne Wells, St. Joseph Hospital 
Grand Junction, St. Mary’s Hospital 


FLORIDA 
Coral Gables, Coral Gables Hospital 


ILLINOIS 
Joliet, Franciscan Sisters of the Sacred 
Heart 
INDIANA 
Martinsville, Martinsville Sanitarium 


KENTUCKY 
Campbellsville, Rosary Hospital 


NEW YORK 
Malone, Alice Hyde Memorial Hospital 


OKLAHOMA 
Muskogee, Muskogee General Hospital 


PENNSYLVANIA 


Chambersburg, The Chambersburg Hospital 
Chester, J. Lewis Crozer Home for Incur- 
ables and Homeopathic Hospital 


TEXAS 
Corpus Christi, Ghormley Clinic Hospital 


Houston, M. D. Anderson Hospital for 
Cancer Research 


PERSONAL MEMBERS 


Ashley, Thomas B.—Supt.—Methodist Hos- 
pital—Pikeville, Ky. 

Atwell, J. M.—Bus. Mgr.—E. W. Sparrow 
Hospital—Lansing, Mich. 

Atwood, John C. Jr. — Managing Dir. — 
Presbyterian Hospital—Philadelphia 

Baehr, Carl A.—Chief Engineer—Delaware 
Hospital—Wilmington 

Beck, Fred C.—Trustee—Brightlook Hospi- 
tal—St. Johnsbury, Vt. 

Beeby, Nell V.—Editor—American Journal 
of Nursing—-New York City 

Berryman, George H. — Admin. — Winkler 
County Memorial Hospital—Kermit, Tex. 

Bilhorn, Donald Carl — Admin. Intern — 
Hermann Hospital—Houston, Texas 

Blow, Thomas H. — Trustee — Brightlook 
Hospital—St. Johnsbury, V 

Borromeo, Sister M. — Supt. — St. John’s 
Hospital—Longview, Wash. 

Bowers, Ethel M.—Seeond Asst. to Supt.— 
Elliot Community Hospital—Keene, N. H. 

Bowker, Francis S.—Asst. to Supt.—Woon- 
socket (R. I.) Hospital 

Bowman, Melvin C.—Owner and Chief of 
Staff—Sale Memorial Hospital and Clinic 
—Neosho, Mo. 

Braswell, Taylor O.—Admin. Intern—Com- 
munity Hospital—Battle Creek, Mich. 

Cathcart, Harold R. — Admin. Intern — 
Blodgett Memorial Hospital — Grand 
Rapids, Mich. 

Cohen, Cora—Dir. of Nurses—Jewish Me- 
morial Hospital—Roxbury, Mass. 

Cook, Raymond J.—Med. Supply Officer— 
3902d AF Hospital—Ft. Crook, Neb. 

Diil, Madeline F., R.N.—Dir. of School of 
Nursing and Nursing Service — Rhode 
Island Hospital—Providence 

Donaldson, Ross — Comptroller — Memorial 
Hospital—Pawtucket, R. I. 

Duhon, John Octave, M.D. — Supt. — La- 
fayette (La.) Charity Hospital 


af Aileen E.— Admin. Intern — Johns 
bon Hospital—Baltimore 

Franklin, Gladys M.— Asst. to Admin. — 
Miriam Hospital—Providence, R. I. 

Froemming, P. G.—Mgr we Admin- 
istration Center—Wood, 

Golladay, Gorland — Adin, "Anat ~~, Ss. 
Marine Hospital—Boston, Mass. 

Harms, Donald G.— Asst. Supt. — Orange 
Memorial Hospital—Orlando, Fla. 

Harris, Armelda M. — Admin. — Woodland 
Hospital and Clinic—Moberly, Mo. 

Hecht, Ben— Dir. of Per.— St. Vincent’s 
Hospital—Portland, Ore. 

Hillman, C. C., .D.—Dir.—Jackson Me- 
morial Hospital, Miami, Fla. 

Hogan, Raymond F.—Bus. Admin.—Meth- 
odist Hospital of Kentucky, Pikeville, Ky. 

Hullerman, Hugo V., M.D.— Asst. Dir. — 
Rhode Island Gospiinl-—Providense 

Hurt, Dan J.—Exec. Officer—Veterans Ad- 
ministration Hospital—Livermore, Calif. 

Johnson, Eunice D., R.N.—Assoc. Dir. of 
School of Nursing ‘and Nursing Service— 
Rhode Island Hospital—Providence 

Jones, James A.—Hosp. Field Representa- 
tive — Georgia Dept. of Public Health, 
Atlanta 

Jordan, Harmon P. B., Jr.—Asst. to Supt. 
—Providence (R. I.) Lying-In Hospital 

Krasner, Oscar J.—Grad. Student in Hosp. 
Admin.—Northwestern University, 
Chicago 

Leonard, Mary Louise (Mrs.)—Educational 
Dir. — Orange Memorial Hospital — Or- 
lando, Fla. 

Losh, Norman L. — Admin. — Orange Me- 
morial Hospital—Orlando, Fla. 

Lytle, (Mrs.) T. J.— Pres. Hospital Aid — 
— College Hospital—Toronto, Ont., 

an. 

Maurer, Mary C.—Admin. Asst.—Hermann 
Hospital—Houston, Texas 

McAlear, John C., Rev.—Hosp. Chap.—St. 
Joseph’s Hospital—Providence, if 

McAlexander, William A.—Admin. Intern 
—Waverly Hills (Ky.) Sanatorium 

McAlvin, James W.-—- Leasor — Goldendale 
(Wash.) General Hospital 

McKinley, Donald, M.D. — Asst. Dir. — 
Harper Hospital—Detroit 

McLeister, John, Jr.—Chief Acct.—Cooper 
Hospital—Camden, N. J. 
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The Longer-lasting linens you 
get at BAKER are expressly 
woven for service. They pay 
off in lower linen costs. 


ee ee Rie 2 A eT, eaters” 
BS Oe a KE 
iy 0 ee 
i asta 
A | Bl onght Me eae 
oe “ Rt. 


of f5 ¥i ae 

Not 3 ; 

— # oe 
oe A Siar pet fat 


MAY 1949, VOL. 23 











TRADE MARK REG. 





Gives Large Lung Protection 


Chettpinalor 


(PORTABLE IRON LUNG) 


Treats asphyxia cases just as efficiently 
as bulky hospital models — yet saves 
space and money. 

Circular tells Advantages 


IRON LUNG CO. OF AMERICA 
19 WALNUT STREET, WEST ROXBURY 32, MASS. 


Write to 
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BEAUTIFUL, NEW PLASTIC 
DINNERWARE REDUCES 
DIETARY OPERATING COSTS 


MELADUR* reduces dietary operating costs in two ways— 
1. Each piece will last longer because it is more resistant to 
cracking, breaking and chipping. 2. Because each piece lasts 
longer you have fewer replacements. 


MELADUR* is made of Melmac plastic in attractive pastel 
colors. Has glossy, satin smooth finish like fine bone china. 


MELADUR* withstands heat and washes safely by all recom- 
mended hand or machine methods. Unaffected by soap, deter- 
gents or food acids. 


MELADUR* is odorless, tasteless and non-toxic. Impervious to REG U.S PAT. OFF. 


grease. DESIGNED ESPECIALLY FOR 
MELADUR* is shaped for safe, easy cleaning and stacking and INSTITUTIONAL USE BY 


is unusually quiet in handling. 
MELADUR* is surprisingly inexpensive to install and maintain. 
WRITE TODAY FOR COMPLETE DETAILS. 
Internationally famous designer of modern, functional tableware. 
e Si o « 
Une. 
118 SOUTH CLINTON STREET, CHICAGO 4, ILLINOIS 
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